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This study addressed obesity of youth in a predominantly African-American
school and was concerned with the implementation of a CVD intervention program,
Project Health Curriculum, for high school students, focusing on early health promotion
and support to children at risk of developing adult diseases. A health promotion program
was implemented at a high school in Canton, Mississippi, to equip students with
information to help reduce risk behaviors that could lead to health problems. This
intervention was conducted in the health and physical education classes. Students were
given the opportunity to report their knowledge and behaviors by participating in a
pretest. A posttest was completed after the health promotion intervention. A Wilcoxon
Signed Ranked test was computed to analyze the differences between the pretest and
posttest scores of the students on the Project Health Student Survey (PHSS) to determine
if the intervention program impacted their attitudes, practices, and knowledge regarding
their risk behaviors and practices. The posttest served as the student outcome measure

and indicator of the effectiveness and perceived usefulness in modifying student risk
behaviors when compared to the pretest scores. Changes in student behaviors were found
in several of the categories examined. The results of the study indicated that a carefully
designed prevention/intervention program within the school curriculum can positively
impact student behavioral practices to improve students’ quality of life. As the State of
Mississippi deals with the epidemic of obesity and the prevalence of CVD, preventing
these diseases from increasing is a priority. Strategies and programs for weight
maintenance, weight reduction, and health promotion must become a public health and
education priority, especially among the youth.
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CHAPTER 1
INTRODUCTION

Obesity continues to increase rapidly in the United States (Kopelman, 2000;
Kroger, Bowles, Jones, Ainsworth, & Kohl, 2006). The prevalence of obesity in the
United States has increased significantly in recent years, and this trend may have farreaching consequences as obesity plays an important role in the development of a variety
of diseases, including hypertension, type 2 diabetes, coronary heart disease (CHD), and
stroke (Hux, Bica, Flintoff, & Ivis, 2002; Ogden, Carroll, McDowell & Flegal, 2007). To
alter this trend, strategies and programs for weight maintenance as well as weight
reduction and health promotion must become a higher public health priority. By the
beginning of the 21st century, estimates suggested that obesity related morbidity be
classified as a public health crisis and a global epidemic with 10% of the world’s children
with excess body fat and more than 30% of children in the United States classified as
overweight (Eberling, Pavlak, & Ludwig, 2002; Koplan, Liverman, & Kraack, 2005;
Lobstein, Baur, & Uauy, 2004; World Health Organization [WHO], 2000).
The term obesity describes the excess storage of body fat, whereas overweight is
simply an excess of body weight relative to height (Wang & Lobstein, 2006). In practice,
however, these two conditions are most often treated as stages in a continuum of weight
to height relationship. Overweight is regarded as having a body mass index (BMI) of 27
or greater. BMI is calculated as weight in kilograms divided by the square of height in
1

meters. Obesity is classified as BMI greater than or equal to 30kg/m2 (Gregg, Cheng,
Cadwell, Imperatore, Williams & Flegal, 2005; Wang & Lobstein, 2006). Fortunately,
there is increasing evidence that the risk factors can be reversed. Weight loss has been
reported to improve blood pressure, lipid levels, and glucose tolerance among overweight
persons with hypertension, dyslipidemia, and diabetes (Ballard & Alesi, 2006; Must,
Jacques, & Dallal, 1992). Weight loss has also been found to reduce medication
requirements among persons with diabetes and hypertension. While weight loss yields
enormous benefits, recidivism is very high. Two thirds of the weight that is lost by people
who complete weight loss programs is regained within one year, and about all of it is
regained within 5 years (Daniels, Arnett, Eckel, Gidding, Hayman, & Kumanyika, 2005;
Power, Lake, & Cole, 1997).

Gaps to be Addressed in this Study
Much of the current literature documents the shortage of quality school-based
prevention activities, but little research presents a viable solution to this growing health
problem among children. Therefore, this research study documents the results of one
school district attempting to address the shortage of effective cardiovascular disease
(CVD) prevention programs through development and implementation of an in-house,
school-based health responsibility preparation program. According to the data collected
by the Center for Disease Control and Prevention (CDC) using the Youth Risk Behavior
Survey (YRBS), 14% of Mississippi children were classified as overweight in 2001. An
additional 15% were “at risk” of becoming overweight, 80% did not participate in even
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moderate physical activity, and 68% were not enrolled in physical education (PE) classes.
While there has been increased attention paid to the prevalence of CVD, with improved
management of CVD risk factors, prevention programs and efforts to target risk factors
for prevention of obesity among the young have not been adequate.
Recognizing the need to prevent obesity in children, the focus of this study was to
initiate a preliminary examination and data collection in a rural high school in Mississippi
with 9th to 12th grade students, located about 35 miles outside of Jackson, Mississippi, the
capital of the state. Approximately 75% of the population was African-American. The
school system that participated in this study had been classified by the Mississippi State
Department of Education as a school with low socioeconomic status and designated a
Title 1 school. Title 1 status made the school eligible to receive assistance to help
students to master challenging curricula and to meet established standards.
Implementation of a prevention/intervention program was expected to increase the
knowledge of daily health and physical activity requirements through student
participation in learning activities that augment preparation for healthy lifestyles. Katz,
O’Connell, Yeh, Nawaz, Njike, & Anderson, (2005) advocated that the involvement in
such activities would help students become more responsible for their lives and to make
better lifestyle choices, particularly pertaining to dietary practices and involvement in
physical activity; teachers were given increased opportunity to address health disparity
issues and contemporary health problems confronting minority communities. Teachers
would be able to use the medium at their disposal (the classroom) to focus on risk factors
and ways to reduce them. Implementation of the intervention/prevention program by the
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teachers would modify the manner in which physical education classes were conducted
and change the philosophical orientation from youth participation in athletics to
participation in aerobic activities.

Statement of the Problem
This study focused on the development and implementation of a CVD
intervention program for high school students targeting on early health promotion and
support to children at risk of developing premature disease. The implemented program
was designed to be infused within the school curriculum to increase focus on
developmental and health care issues, to develop health care knowledge and practical
skills in students, and to increase the students’ knowledge of basic CVD information. A
program was developed and then implemented at a high school in Canton, Mississippi, to
equip the students with information and the capacity to reduce risk behaviors that could
lead to health problems.
The Mississippi obesity rate of 24.3% in 2000 was the highest rate of obesity in
the U.S., according to the CDC, (2005). This represented a 55% increase in the number of
obese individuals in Mississippi from the BRFSS 1991 which was reported to be 15.7%.
Mississippi has ranked in the top 3 among the states with the highest rate of obesity for
the past 10 years (Mokhad, Serdula, & Dietz, 1999; Penman, & Johnson, 2005).
According to the CDC (2005), Mississippi has been classified as the most obese state in
America since 2004 and has more than 30% adults who are obese, mainly attributed to
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eating habits, poverty, and having demographic groups with higher rates of obesity
(Strobbe, 2008).
The CDC has identified six priority health risk behaviors that contribute to the
leading causes of death, disability, and social problems in the United States (Mississippi
Department of Education, 2008). These behaviors, often established during childhood
and early adolescence, includes: a) Tobacco use; b) unhealthy dietary behaviors; c)
inadequate physical activity; d) alcohol and other drug use; e) sexual behaviors that may
result in HIV infection, other sexually transmitted diseases, and unintended pregnancies;
and f) behaviors that contribute to unintentional injuries and violence .
The Mississippi Health Policy Research Center reported in 2004 that prevalence
rates obtained through direct measurement of students’ heights and weights were greater
than self-reported survey data obtained through the surveys such as the Youth Risk
Behavior Survey (YRBS). The report stated that a high percentage of Mississippi first
graders were already overweight and prevalence rates increased by grade level. AfricanAmerican girls displayed the highest combined rate of overweight with 44.9% of them at
risk for becoming overweight (Kolbo, Penman, et al., 2006). An examination of public
perceptions in Mississippi regarding childhood obesity revealed that Mississippians were
becoming aware of the childhood obesity problems (Kolbo, Harbaugh, et al., 2006).
Further, approximately 94.8% of Mississippians considered childhood overweight to be a
serious national problem.
Many Mississippians have begun to sound the alarm for action to reduce the
existing health disparities. There is now widespread support for the implementation of

5

innovative programs to assist in eliminating the unhealthy dietary behaviors and
inadequate physical activity that could eventually result in a reduction of the prevalence
of obesity and CVD in Mississippi, and especially in Mississippi African-Americans
(Mississippi State Department of Health, 2007; Power, et al., 1997). Because Mississippi
was cited nationally as being the most obese state in America, members of the State
Legislature were prompted to explore adopting extreme measures to reduce the rise in
obesity and its accompanying increase in CVD risk. A bill was introduced in the state
legislature that would force restaurants to refuse service to obese people (The Eye
Doctor, 2008). Even though this bill failed to pass, the damage that obesity can cause to
health and the resulting quality of life were recognized.
Society understands the tremendous increases in health care costs that have
become a major factor associated with obesity. The Let's Go Walking Mississippi
campaign, led by Mississippi Governor Haley Barbour and his wife Marsha, was
promoted in Mississippi to combat obesity by increasing the type of publicity needed to
draw attention to the enormity of the health risks associated with obesity. This program
was promoted heavily in the Mississippi media statewide (The Eye Doctor, 2008).
An important governmental intervention to address the prevalence of CVD and
obesity came in the form of the Mississippi Healthy Students Act (see Appendix A)
requiring students to participate in more school physical activity and health education
instruction. This Act requires all schools to implement wellness policies that focus on
promoting increased physical activity and healthier eating habits for students (Brown,
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2008). Governor Barbour (2008) told Mississippi educators that he was in support of
legislation that requires periods of daily physical activity for students in the schools.
Research has shown that the status of a student’s health is directly related to the
student’s ability to learn (Mississippi Department of Education, 2008). These schoolbased programs can also ensure that children can develop the tools necessary to lead
healthy lifestyles. The Mississippi Office of Healthy Schools supports the belief that a
quality physical education program is a crucial component of a student’s overall
education (Appendix A). The Mississippi State Department of Education (2008) has
expressed the belief that schools can most effectively and efficiently address the health
needs of young people by focusing their efforts on the six priority health risk behaviors
outlined by CDC in addition to addressing other important health problems such as
obesity.

Research Questions
The following research questions guided the study:
1.

What is the attitude of faculty toward the provision of academic
accommodation for students in a CVD prevention/intervention health risk
behavior program as measured by their responses on the School Teacher
Health Survey?

2.

What do the teachers perceive as the main CVD health risk practices of
the students as measured by their responses on the School Teacher Health
Survey?
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3.

What is the extent of risk behaviors practiced by the students as measured
by their responses on the Project Health Student Survey?

4.

How effective is a school-based CVD prevention/intervention health
program in changing negative health risk behaviors of school children as
measured by changes between the pretest and posttest of the Project
Health Student Survey?

Purpose of the Study
The purpose of this study was to document the development and implementation
of an effective CVD prevention/intervention program that can be replicated by other
school districts in similar situations. This study sought to ascertain teachers’ willingness
to participate in the development and implementation of a program designed to improve
their students’ knowledge and ability to make positive choices to improve their quality of
life. This study also sought to examine the responses of the teachers to questionnaire
items on the School Teacher Health Survey (STHS) that was developed by Project Health
(Addison, Campbell, &Young, 2002) and was administered to examine health-related
risk practices and health problems that existed among students in their schools. The
information gathered was used to develop a prevention/intervention program to target
students’ health risk behaviors. This research also examined the impact of the
implemented school-based intervention program on the students’ knowledge and
behaviors.
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Significance of the Study
CVD is the leading cause of death and a major cause of disability worldwide
(WHO, 2000). In the United States, 34.4% of the 2.4 million deaths in 2003 were
attributed to CVD which is a major cause of health disparities and health care costs. In
2006, it was estimated that health care spending and lost productivity from CVD
exceeded $400 billion (CDC, 2007). In order to effectively control this obesity epidemic,
prevention strategies and control of risk factors are necessary. At the community-level,
intervention strategies that focus on environmental and lifestyle changes are crucial for
the effective prevention and control of obesity and CVD (Kumanyika, 2007; Mensah &
Brown, 2007).
Some organizations have seen the need to develop prevention programs that target
children to facilitate a reduction in CVD health risk behaviors. The Coordinated
Approach to Child Health (CATCH; Webber, 1996); Cardiovascular Health in Children
(CHIC; Harrell, 2004) and Heart Smart (Arbeit, 1992) are all school-based
cardiovascular-based intervention programs that have achieved a change in risk factors.
Proponents of these programs recognize that individual values, beliefs, and behavior
operate within a social context, like the school and home environment. There is evidence
of decreased perceived health risk following public health, physical, and social
interventions to improve health, suggesting that programs of this type should be
considered by school administrators when planning school-based health promotion
interventions (Tate, Fernandez, Yassi, Canizares, Spiegel, & Bonet, 2003). The
importance of this study is that the study examined
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a reliable solution to the growing shortage of viable disease risk prevention programs
within school districts in the United States.
The study was important for other reasons as well. There are various ways to
present knowledge and gather information that can play an important role in the policy
formation process. Consideration should always be given to these procedures because
public health and health promotion issues should always be addressed when changing
policy and considering concepts of interactive and critical knowledge in addition to
scientific knowledge. The development of a meaningful health policy should involve an
acceptance of these various avenues for disseminating knowledge and instituting
frameworks that encourage professionals and citizens to work together to develop and
achieve public health and health promotion goals (Kumanyika, Obarzanek, Steller, Bell,
Field, & Fotrmann, 2008).
The findings of this study can inform policy and program decision makers about
the planning and implementation of effective risk behavior intervention/prevention
strategies. Research supports the argument that formal mentoring programs when
correctly planned and implemented can reduce negative outcomes (Brown & Hanson,
2003). Furthermore, these types of programs provide benefits not only for the school
district, but also for both the students and the community. Risk prevention programs also
have the potential to build and enhance the healthy practices and abilities of the students.
Many of today’s educational organizations fail to consider or take advantage of the many
benefits that formal risk prevention programs offer. This study documents those benefits
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and describes the different elements related to the development and implementation of a
risk factor prevention program.
This school-based program has the potential to establish a mechanism for
intervention to reduce uncontrollable negative behavior practices among children
(National Initiative for Children’s Healthcare Quality [NICHQ], 2007). According to
WHO (2000), obesity has become increasingly dominant among adults and children
across the globe. This epidemic has created an urgent need for corrective policies and
intervention programs that effectively address the societal origins and ramifications of the
epidemic.
Salmon, Booth & Phongsavan (2007) believed that in order to reduce the
imminent threat of escalating adult obesity and CVD, effective individually focused
interventions geared at promoting physical activity among children and adolescents
should be promoted. Children need to be involved in activities that encourage them to
take full responsibility for their destiny and also present them with a multitude of support
from teachers, parents, and concerned organizations in an attempt to assure a longer
healthier life.
This intervention program used in this study was innovative in its focus and its
methods. The program motivated children to exercise as a means of primary disease
prevention. This approach was unusual in that it was aimed at teaching children how to
exercise in a manner that promotes the desire to exercise. The program modified the
school activity by challenging the students to contribute to the collective goal of reducing

11

the incidence of CVD. Children can be taught to accept responsibility for their lives and
their future health status.

Definition of Terms
The following definitions are provided for clarification of terms used throughout
this study:
1.

Behavioral Practices

Behavioral practices refer to a wide range of students’ behavioral practices that
contribute to negative health outcomes (Addison et al., 2002).
2.

Cardiovascular Disease

CVD refers to the class of diseases that involve the heart or blood vessels (arteries
and veins) and affects the cardiovascular system. The various diseases that fall
under the umbrella of CVD include coronary artery disease, heart attack, heart
failure, high blood pressure and stroke (Sempos, Bild, & Manolio, 1999).
3.

Dietary Practices

Dietary practices refer to the consumption of foods, including fruits and
vegetables, whole grain breads, fiber cereal, beans, dairy foods, and high fat, low
nutrient foods. All eating behaviors, out-of-home eating practices, and food
security are classified as dietary practices (Kumanyika et al., 2008).
4.

Jackson Heart Study

The Jackson Heart Study (JHS) is the largest single-site, prospective,
epidemiologic investigation of CVD among African-Americans ever undertaken.
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It is a population-based longitudinal study with the study site in Jackson,
Mississippi and comprising a cohort from Madison, Hinds, and Rankin counties.
The Jackson Heart Study seeks to discover best practices for eliminating health
disparities and to gain further understanding of the etiology and progression of
CVD among African-Americans (Sempos et al., 1999).
5.

Obesity

Obesity means having too much body fat. This means that a person's weight is
greater than what is considered healthy for his or her height. Obesity occurs over
time when you eat more calories than you use. It is commonly defined as a body
mass index (weight divided by height squared) of 30 kg/m2 or higher (Mokhad
et al., 1999).
6.

Overweight

Overweight means weighing too much. The weight may come from muscle, bone,
fat and/or body water. This also means that a person's weight is greater than what
is considered healthy for his or her height (Dietz & Bellizzi, 1999).
7.

Physical Activity

Physical activity means movement of the body that uses energy. Examples of
physical activity are the following: walking, running, swimming, sports,
gardening, briskly pushing a baby stroller, climbing the stairs, playing soccer, or
dancing (Kumanyika et al., 2008)
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8.

Project Health Curriculum

Project Health is a school-based curriculum that seeks to reverse the trends of
elevating obesity and CVD by helping children to confront these health issues in
the classroom and empowering them to change their attitudes and thought
processes regarding diet and exercise and other health risk practices (Addison et
al., 2006).
9.

Risk Factor

A risk factor is any variable that is associated with an increased risk of developing
a disease or an infection (CDC, 2007).
10.

School-based Program

A school-based program includes activities designed to be conducted in the
school during normal school hours as a part of the curriculum (Addison et al.,
2006).

Delimitations
The results of the study were based on a predefined curriculum to help students
improve the quality of their lives. The participants in this study involved only teachers
and students from one high school in Canton, Mississippi, during the academic year
2008-2009.
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Limitations
The following limitations accompanied this study:
1.

Because the study was limited to only one group of students at a selected
high school in Mississippi, the findings from this study may not accurately
reflect the characteristics of students outside of that institution.

2.

The data used for the analysis were self-reported data. An assumption was
that the participants would provide accurate and valid information that
represented an accurate reflection of their behavioral characteristics.
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CHAPTER II
REVIEW OF THE LITERATURE

The literature on effective obesity prevention and intervention is limited as
obesity and CVD prevention research is still an emerging field. Currently, about 57
million Americans live with some form of CVD (Sempos, et al., 1999). CVD is
responsible for more than 950,000 deaths in the United States every year. Heart disease is
the leading cause of death for older Americans and is the leading cause of death for all
Americans age 35 and older. The rate of premature deaths due to CVD is greater among
Black Americans than White Americans, and CVD is the leading cause of death as well
as the greatest contributor to excess mortality in African-Americans (Mensah, Mokhad,
Ford, Greenland, & Croft, 2005; PSL Consulting Group, 1998).
The importance of this study, as the literature review revealed, is embedded in the
fact that, for decades, African-Americans have been dying at a greater rate from heart
attacks and other CVDs than Whites (Fisher, 2008). In spite of the continuous reports of
this escalating public health problem, an adequate amount of aggressive community
outreach has not been initiated to educate the African-American youth on ways of
preventing the risk factors for the development of these diseases. The variations in health
care and the racial and geographic disparities mean that African-Americans are less likely
than Whites to receive recommended care (Kaiser Family Foundation, 2008), and the gap
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in life expectancy is widening for the United States (Pear, 2008). Even though racial and
ethnic disparities in health have been documented in the United States for decades, and
even though the federal government has called for the elimination of racial disparities, the
challenge of eliminating these disparities in health status, services, and care remain
(Keppel, Pearcy, & Wagener, 2002). Furthermore, these gaps have been increasing even
though the federal government has made efforts to reduce them through the development
of Healthy People 2010, U.S. Department of Health and Human Services (USDHHS),
2000.
In 1995, Mississippians had the highest age-adjusted CVD mortality rates in the
nation, and the cardiovascular rates in Mississippi were 37% higher than for the overall
United States (Jones et al., 2002). African-Americans in Mississippi had more than 50%
higher cardiovascular mortality rates than White Mississippians, and this was more
pronounced among the younger age groups. Since about 1984-85, cardiovascular
mortality rates in Mississippi have been increasing for African-Americans, whereas
national rates have been decreasing (Jones et al.).
The problems of overweight, obesity, and CVD, especially among AfricanAmericans in Mississippi, and the need for effective prevention programs have been
receiving wide exposure in recent years (Kumanyika et al., 2008). However, according to
these researchers, these problems are not new and have been discussed among
researchers and scientists for decades. Finding solutions for the health disparities have
not been successful, and the literature reflected that the same health issues that plagued
the African-American community in the 1960s are the same health issues that are
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confronting public health officials in 2009. The related literature clearly demonstrates the
failures of the past strategies and the urgency of the need to develop effective strategies
to adequately address the problem. Although it has been reported that improvements
have been made in the diagnoses and treatment of CVD in the general U.S. population,
the literature shows that the prevalence of CVD among African-Americans, particularly
African-Americans in Mississippi, has not dissipated very much over the past forty years.
In 1969, the Wall Street Journal published an article that stated:
“…..it has been discovered that the health of African-Americans in parts of
Mississippi has been deteriorating, while the health standards for the rest of the
nation are improving…..” (p. 16).
In the year 2000, the journal of the American Heart Association, Circulation, published
an article that stated:
Cardiovascular deaths among African-Americans in Mississippi seem to be rising
while they have fallen for the rest of the country.
Public health researchers reported the same findings in this thirty-one year period.
One effective method of intervention recommended to combat these statistics is the
implementation and the promotion of methods of translating research into effective
practice. This strategy eventually leads to a greater penetration of effective behavioral
therapies which translate to significant improvements in cardiovascular health (Califf,
Harrington, Madre, Peterson, Roth, & Schulman, 2007).
The cost of CVD in the U. S. in 1999 was estimated at $286.5 billion (Daniel et
al., 2005). Researchers from the Bogalusa Heart Study obtained and examined risk factor
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data on 93 people from 2 to 39 years of age who died from various causes. Risk factors
that correlated with atherosclerosis in the coronary arteries and aorta included high blood
cholesterol, high blood pressure, obesity and cigarette smoking. This research contributed
compelling evidence that the atherosclerotic progress begins in childhood and progresses
into adulthood (Daniels et al., 2005; PSL Consulting Group, 1998). Thus, the health of
young people, and the adults they will become, is critically linked to the health-related
behaviors they choose to adopt.
A limited number of behaviors contribute significantly to the major causes of
death. These behaviors, often established during youth, include tobacco use, unhealthy
dietary behaviors, inadequate physical activity, and obesity. Even among children, the
leading causes of death were associated with these behaviors. However, among adults,
chronic diseases, such as CVD, which are the nation’s leading killers, were reported to be
caused by these behaviors (Garrison, Jackson, Odom, & Morris, 1999; Kumanyika et al.,
2008). Practicing healthy behaviors, such as eating low-fat foods, high fruit and vegetable
diets, getting regular physical activity, and refraining from tobacco use, could prevent
many premature deaths from CVD. Because health-related behaviors are often
established in childhood, positive choices need to be promoted before damaging
behaviors are initiated or ingrained (Barlow, 2007; Hayman et al., 2004; Manton, Patrick,
& Johnson, 1987) .
While overall mortality and CVD mortality among adults had been declining for
both Blacks and Whites in the United States, rates remained higher for AfricanAmericans (Gillum & Sempos, 2005; Ng-Mak, Dohrenwend, Abraido-Lanza, & Turner,
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1999). However, in Mississippi rates for both African-American women and men
remained unchanged in contrast to declining rates for Whites in Mississippi and
elsewhere in the United States (Gillum & Sempos, Sempos, et al., 1999). There were
numerous potential explanations given for the alarming status of cardiovascular mortality
in the Mississippi African-American population. They include lack of access to adequate
medical care during acute phases of disease, inability to comply with treatment or
preventive therapy and/or cardiovascular risk factor status. The rate of decline of CVD in
African-Americans has not been equal to that seen in Whites, such that AfricanAmericans continue to have a disproportionate share of CVD in the United States (Crook
et al., 2003).

The Overweight Epidemic
As the incidence of chronic disease continues its rapid escalation among poor
populations, it is accompanied by another emerging public health issue, namely the
increasing incidence of childhood obesity in some rural and urban areas creating
increasing socioeconomic and public health burdens (Kelishadi, 2007). Since 1980, the
percentage of children who have been classified as overweight has more than doubled,
and during this same period, the overweight rates among adolescents have increased three
fold (Hedley et al., 2004; Ogden, Carroll, McDowell, & Flegal, 2004). As reported by
earlier research, the prevalence of obesity, referred to as the most serious health problem
in the United States, was believed to be increasing, especially within the last decade
(Calle, Thun, Petrelli, Rodriquez, & Heath, 1999; Han, Tijhuis, Lean, & Seidell, 1998;
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Mensah et al., 2005; Mokdad et al., 1999; Troiano, Flegal, Kuezmarshi, Campbell, &
Johnson, 1995; USDHHS, 1999). This phenomenon also was traced worldwide and, in
many countries, was reported to be reaching sufficient proportions to be considered
epidemic.
Of particular concern was the evidence for an accelerated rate of obesity in
children (National Center for Health Statistics [NCHS], 1995) that often tracks into
adulthood (Daniels et al., 2005; Troiano et al., 1995), where obesity has been identified
as a risk factor for many clinical disorders and diseases (Gottdiener et al., 1994; Koplan
et al., 2005).
Being overweight during childhood and adolescence was associated with
increased adult mortality (Ellis, Abrams & Wong, 1999; Koren, Devereux & Casale,
1991; Wang & Lobstein, 2006). Obesity is associated with several chronic diseases, such
as coronary heart disease (CHD), stroke, diabetes, high blood pressure and other
cardiovascular abnormalities, suggesting that increased cardiac work was associated with
an increase in body weight (McTigue et al., 2006; Shear et al., 1988). From 1991 to
1998, obesity steadily increased in all states (Mokhad et al., 1999). In 2002, researchers
estimated that approximately 6% of children and youths 6 to19-years old were
overweight; around this same time, 23.2% of African-American girls were overweight
(Hedley et al., 2004). Recently, researchers again pointed out that there continued to be a
strong link between obesity and CVD (Musaad & Haynes, 2007; Vasquez et al., 2007;
Yang, Kelly, & He, 2007).
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Overweight young people are linked to a multitude of problems, in addition to the
more widely discussed illnesses. Childhood overweight is also associated with social and
psychological problems, such as discrimination and poor self-esteem (Dietz & Bellizi,
1999). The number of overweight adolescents is greater in the U.S. than in almost all of
the other Western countries (Lissau, 2004). Public health officials should contemplate
stronger efforts towards addressing this dilemma (Hughes, Areghan, Knight, & Oyebola,
2005). Rural areas in Mississippi, such as the Mississippi Delta, have the highest rates of
overweight and obesity. The largest groups of children who are now diagnosed with Type
2 diabetes, which used to be a disease of adults, are all obese. The majority of these
children are African-Americans (Earles & Moore, 2005).

Adult Disease in Children
The continued disparity in health status and health treatment is even more striking
in that many young people are now being treated for much of the weight-related
conditions and illnesses that were once associated with their parents, grandparents and
others who have reached adulthood (Truesdale et al., 2006). These illnesses have been
diagnosed almost exclusively among the adult population. In the last decade, overweight
was reported to be associated with impaired quality of life and disability affecting basic
activities of daily living (Truesdale et al.; USDHHS, 1999). According to those reports,
people who are overweight have a significantly greater risk of early death from all
causes, including heart disease and cancer. The research indicated that the odds are most
dismal in the heaviest people who are at least two times more likely to die early than less
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obese people (Truesdale et al.). It was also suggested that sustained modest weight loss
among obese persons would yield substantial health and economic benefits (Han et al.,
1998; Truesdale et al.).
Over the last ten years, however, there has been an increase in the number of
young people who have been diagnosed with these “adult-onset” diseases (FagotCampagna, Bourdel-Marchasson, & Simon 2005). About 10 years ago, type 2 diabetes
was not considered a threat to young people because it was seldom diagnosed in those
young ages. But many changes in disease population distribution have become evident. In
some communities, type 2 diabetes now comprises approximately 50% of new cases
among children or adolescents (Fagot-Campagna et al.). In very young children, type 2
diabetes is diagnosed more often. In pediatric patients, and in particular those children
who hail from ethnic and racial groups with higher rates of obesity, type 2 diabetes now
accounts for up to 45% of all newly diagnosed cases (Fagot-Campagna et al.).
Research showed that breastfeeding offers long term protective health effects
against the development of CVD and obesity (Gillman, 2002; Simmons, 1997).
Researchers reported that high blood pressure and obesity in childhood generally follow
children into their adult life. Nutrition plays a very important part in the physical
development of an individual beginning from birth. Inadequate diet at that early stage in
life could have very serious health outcomes later on as children develop. This is
especially true of children growing up in the South since the rate of breastfeeding is
relatively low, and obesity is now epidemic. Breastfeeding also has effects on maternal
health and obesity in mothers (Decklebaum & Williams, 2001; Goran, 2001).
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Increases in systolic blood pressure may be directly caused by increased weight.
Researchers believe that the development of high blood pressure originates in the
formative years of childhood (Daniel et al., 2005). Therefore, trends in blood pressure in
children may be important predictors of subsequent trends in adult hypertension. Future
generations may have to deal with more hypertension-related illnesses, such as heart
disease and strokes (Daniels et al.). Other reports have presented obesity as the strongest
clinical predictor of left ventricular mass and left ventricular hypertrophy in men
(Gottdiener et al., 1994). In these reports, the African-American race was associated with
greater relative ventricular wall thickness, itself a predictor of unfavorable cardiovascular
outcome. Researchers believe that the presence of obesity may have particularly severe
implications for the cardiac risk of hypertension in African-American men (Gottdiener et
al.).
Research on patients with hypertension revealed that the presence of left
ventricular hypertrophy was an important independent predictor of morbidity and
mortality. Increased left ventricular wall thickness confers additional risk. Koren et al.
(1991) reported that high blood pressure or hypertension was more likely to cause heart
failure in obese African-Americans, and obese individuals appeared to be at greater risk
Even modestly overweight patients were more likely to have hypertension listed as a
primary cause of heart failure compared with patients within normal weight ranges.
Researchers reported that African-American women tend to have a lower resting
metabolic rate compared to White women, meaning that African-American women burn
fewer calories at rest. This was clinically observed as a clue as to why rates of obesity
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were higher among African-American women than White women (Patterson, Moore,
Probst, & Shinogle, 2004; Weyer, Snitker, Bogardus, & Ravussin, 1999)
Recent research indicated that socioeconomic status, race, ethnicity, place of birth,
and geography were determinants of high-risk subgroups within the United States and
they indirectly attributed to the increased risks of overweight, obesity and CVD in these
sociological categories (Wang & Beydoun, 2007). Racial and ethnic differences that are
noted as researchers closely examine health disparities can be explained by social and
environmental factors (McLaren, 2007; Smelser, Wilson, & Mitchell, 2001).

Dietary Practices
Unhealthy eating is a risk behavior that has a critical impact on health. Unhealthy
eating is blamed for at least 300,000 preventable deaths each year (Kumanyika, et al.,
2002). Every year, chronic diseases account for more than one and a half million deaths
of Americans. These diseases account for 7 of every 10 deaths in the U.S. each year and
account for more than 60% of total medical care expenditures. In addition, the prolonged
illness and disability associated with many chronic diseases result in decreased quality of
life for millions of Americans. Much of the chronic disease burden is preventable and due
to health-damaging behaviors practiced by people every day for much of their lives. The
major chronic disease killers are CVD, cancer, and diabetes and are an extension of what
people do, or what they do not do in their daily activities. Researchers widely believed
that one of the main causes of the obesity epidemic is the continuous consumption of an
excessive amount of calories which result in an accumulation of fat (Kumanyika, et al.,
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2002). The changing economic and technological culture is blamed as a major contributor
of the adverse health effects experienced by some communities. These societal factors,
combined with genes and individual psychobiology, have helped to escalate the
incidences of these chronic diseases from families to communities to whole societies
(Kumanyika, 2007). The problems are becoming so widespread that Wang and Beydoun
(2007) projected that if effective interventions are not implemented, 75% of adults will be
overweight or obese and that 41% will be obese by 2015. They have also projected that
one in four children will be overweight or obese during that time. The same childhood
obesity that compromises children’s health also translates into obesity in adulthood.
People who live healthy and avoid the behaviors that increase their risk for
chronic diseases can expect to have healthier, longer lives. The food supply of the United
States has been changing steadily over the years. Through the mid 20th century,
consumption of dietary fat continued to rise, replacing starches in the diet (USDHHS,
1999). Over the last 10 to 15 years, consumption of refined sugar also rose, and
consumption of fruits and vegetables declined (USDHHS, 1999). Fats, oils, and sweets
rose to the top of American’s food list, even though it was advertised that they should be
used sparingly, as should alcohol (USDA, 1995; USDHHS, 2001). By controlling risk
factors, the risk of death and further complications from CVD can be reduced
(Kumanyika, 2007).
CVDs are the leading cause of illness and death in the United States diet is
implicated because the deposits on arterial walls contain high levels of fat and
cholesterol. Studies of both humans and animals have shown links between dietary habits
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and atherosclerosis (Shear, Burke, Freedman, & Berenson, 1986). Diet-related risk
factors for CVD (e.g., high blood cholesterol level, high blood pressure, overweight,
diabetes, and other illnesses) are common in the United States. Intervention programs
should begin prior to sixth grade in order to ensure that children have an opportunity to
modify health risk behaviors and practices before they become habitual and resistant to
change (Kelder, Pearcy, Klepp, & Lytle, 1994). Children and adolescents, who have high
blood cholesterol, high blood pressure, or obesity, are more likely to have these risk
factors during adulthood compared to their peers (Lauer & Clarke, 1986; Newman et al.,
1986; Webber, 1991). Poor diet is second only to tobacco use as the most identifiable
contributor to premature death (McGinnis & Foege, 1993; Stratton, 1999).

Physical Fitness and Physical Activity
The American College of Sports Medicine (ACSM), the American Heart
Association (AHA), and other national organizations began issuing physical activity
recommendations to the public during the 1970s as information became widely available
about the beneficial effects of vigorous exercise on cardio-respiratory fitness. These
recommendations focused on cardio-respiratory endurance and specified sustained
periods of vigorous activity involving large muscle groups and lasting at least 20 minutes
on 3 or more days per week (USDHHS, 1996). The Healthy People 2000 and Healthy
People 2010 federal initiatives to improve the health in the United States recognized the
importance of physical activity and included physical activity goals in their list of high
priorities.
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A sedentary lifestyle lowers energy expenditure and promotes weight gain and by
itself, increases the mortality rates from all causes. Individuals with no regular physical
activity are at higher risk than individuals with modest levels of physical activity ( Katz
et al., 2005; Kromhout, 1983). The percentage of adult Americans participating in
physical activity has decreased steadily with age, and reduced energy expenditure in
adults and children usually predict weight gain (USDHHS, 1994; USDHHS, 2001).
Researchers predicted that there would be a reduction of 5% to 25% in the rate of
coronary heart disease (CHD) if all sedentary individuals could become physically active
(Barlow, 2007; Eaton et al., 1999). The body responds to physical activity in ways that
have important positive effects on musculoskeletal, cardiovascular, respiratory, and
endocrine systems. These changes are consistent with a number of health benefits,
including a reduced risk of premature mortality and reduced risks of coronary heart
disease, hypertension, colon cancer, and Type 2 diabetes mellitus, (National Heart Lung
and Blood Institute [NHLBI], 2000).
The prolonged illness and disability associated with many chronic diseases result
in decreased quality of life for millions of Americans. Physical inactivity is a risk
behavior that has a critical impact on health. Much of the chronic disease burden is
preventable through regular physical activity which reduces the risk of dying from CVD
(USDHHS, 1999; USDHHS, 2001). The benefits of sustained regular physical activity
include maintaining muscle tone and body weight, conditioning the cardiovascular
system, and reducing stress. One primary benefit of regular physical activity is protection
against CHD (MSDH, 1996). Regular physical activity is linked to enhanced health and
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to reducing risk for all-cause mortality and the development of many chronic diseases in
adults. With many people, participation in physical activity begins to decline in
adolescence. Comprehensive school health programs can reverse these trends by slowing
this age-related decline in physical activity and helping students establish lifelong,
healthy physical activity patterns (Barlow, 2007; Ravussin et al., 1988).
Increasing physical activity is beneficial for all ages and all groups for preventing
and reducing obesity (Katz et al., 2005; McGinnis & Foege, 1993; USDA, 1995). People
who are usually active can improve their health and reduce their risk of developing or
dying from heart disease, diabetes, high blood pressure, and other diseases by becoming
even moderately active on a regular basis (National Institute for Diabetes, Digestive and
Kidney Disease, 2006).
Nearly half of young people age 12-21 are not vigorously active on a regular
basis. More than 60% of adults do not achieve the recommended amount of regular
physical activity, and 25% of all adults are not active at all. The lack of physical activity
accounted for 14% (3,719 out of the 13,589) of the total preventable deaths in Mississippi
(USDHHS, 2006). Researchers concluded that school intervention, especially the case of
classroom-based intervention, is effective for preventing future CVD (Koplan et al.,
2005). Regular physical activity is linked to enhanced health, reduced risk of all-cause
mortality, and the development of chronic diseases in adults. People who exercise tend to
live longer and have less CVD than people who do not exercise. A well-designed
exercise program can increase stamina and endurance, lower blood pressure, improve

29

blood cholesterol levels, help with weight control, help lower abnormal blood sugar
levels, reduce stress, improve sleep, and help prevent osteoporosis (Katz et al., 2005).

Public Outcry for Intervention
The need for implementing new programs and policies to combat some of these
social problems, as well as the more serious life threatening maladies, was echoed in
2001 by the U.S. Surgeon General who circulated a call to action encouraging educators
and public health officials to join in the battle to prevent and decrease overweight and
obesity. The Surgeon General stressed that it was necessary for leaders of these
organizations and other responsible adults to come together to stimulate the development
of specific agendas and actions targeting this public health problem (Institute of Medicine
[IOM], 2004).
Government agencies and legislative bodies have begun to recognize the
tremendous financial, emotional, and physical burdens placed on the individuals and the
states by the ravages of CVDs. In 2002, United States Congress also began to voice its
concern and sought to impose its influence by challenging the IOM to develop a
prevention-focused action plan with the overriding objective to decrease the number of
obese children and youth in the United States (IOM, 2004). According to Hayes (2005),
the Child Nutrition and WIC Reauthorization Act were passed with the specific intention
to encourage all schools to lead the effort to improve the quality of life for their students.
The Act stipulated that all schools that received federal funding for child nutrition
programs should implement a school wellness policy by the school year 2006-2007. The
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Act further insisted that school programs should have certain prescribed features. The
CDC developed and published the guidelines that identify the types of school policies
and practices that are most likely to be effective in promoting lifelong physical activity
and healthy eating (CDC, 2004). These guidelines made available to the schools stated
that schools should provide curricula that address obesity, and that this health education
curricula should emphasize the importance of implementing strategies to increase healthy
eating and physical activity (CDC). Physical inactivity and poor diet are believed to be
major contributing factors for an estimated 400,000 deaths per year, second only to
tobacco use among preventable causes of death (Mokhad et al., 2004). While scientists
have reported that most major preventable causes of death have declined or minimally
changed since 1990, there has been a 33% increase in deaths due to poor diet and
physical inactivity (Mokhad et al.). Furthermore, it has been noted that one-third of
young people in grades 9 through 12 get insufficient amounts of physical activity, while
more than 10% get no physical activity (Grunbaum, Pietra, McManus, Hawkins, & Kahn,
2004). These are all major concerns, especially since it is believed that healthy eating
practices in the early years of life promote maximum health benefits, growth and
intellectual development, prevent immediate health problems, and may prevent long-term
health burdens.
The guidelines for the schools implementation of a heart-healthy curriculum also
underscored the responsibility of the schools to encourage a reduction in television
viewing (Gortmaker et al., 1999). In 2005, CDC released the Health Education
Curriculum Analysis Tool. This document provided additional guidance to help educators
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strengthen existing health education curriculum, develop new curriculum, or select
commercial curriculum that best meet the health education needs of students.
Additional guidelines issued to the schools also indicated that they were expected
to ensure that physical education be based upon rigorous national standards that define
what students should know and be able to do as a result of participation (National
Association for Sport and Physical Education, 2004). School administration and policy
makers were encouraged to adopt and implement policies to improve the nutritional
quality of food and beverages available at school outside of the school breakfast and
lunch programs (National Association for Sport and Physical Education, 2004).

Intervention Programs for Changing Behavior
A study by Flocke, Gordon & Pomiecko (2006) evaluated an intervention
program that was implemented to encourage the use of a Web-based health behavior
change resource and a health behavior prescription pad. These researchers focused on
examining health behavior changes related to smoking cessation, nutrition and physical
activity. Participants included seven primary care practices and 784 patients from
northeast Ohio who participated in a pretest and posttest study in 2004. The participants
were given a pretest that was followed by a clinic visit that served as the intervention.
Eight weeks after the clinical visit, the participants were given the posttest. The
researchers measured rates of discussion of diet, exercise, weight management, smoking
cessation and the participants’ change in motivation to modify behaviors. The researchers
concluded that health behavior changes could be facilitated by primary care physicians
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who can direct their patients to the necessary existing community resources that could
address their needs to improve the quality of their lives. Researchers also concluded that
the participants in the post-intervention cohort engaged in higher rates of discussion of
diet, exercise and weight management, and were more frequently referred to patient
education materials and community programs for health behavior change. The
researchers did not observe any difference in the participants’ motivation to modify
behaviors.
Another study was conducted by Pearson et al. (2005) that investigated 42 health
care organizations as they participated in interventions for chronic care quality
improvement (QI). The Institute for Healthcare Improvement developed a QI process that
used organizational collaborative, combining rapid-cycle change methods with multiple
change strategies. These researchers sought to determine how successful collaborating
groups would be in implementing changes based on the Chronic Care Model (CCM). The
researchers were also interested in examining the impact that these changes had on the
communities involved. Particular attention was paid to fidelity, or how aligned changes
were made with the CCM, their intensity, or the quantity and depth of the changes made.
From 1999 to 2002, forty-two organizations participated in three QI collaboratives to
improve care for congestive heart failure, diabetes, depression, and asthma. The
researchers used a qualitative research design collecting and analyzing data and
information gleaned from the organizations’ monthly reports and telephone interviews
with key organizational members. The results of the analysis showed that there was high
fidelity to the CCM displayed by the organizations that participated in the study. This
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study revealed that 98% of organizations made changes in at least five of the six CCM
elements. Changes were observed in five of six components of the CCM by 41 of the 42
organizations. Changes were observed across all six of the CCM components in 81% of
the organizations. An average of over 30 changes had been made at each organization as
a result of members’ exposure to the intervention.

Establishing Validity for Intervention Studies
Dzewaltowski, Estabrooks, Klesges, Bull, & Glasgow (2004) provided some
interesting observations and recommendations for researchers conducting intervention
studies with the intention of reporting changes in behavioral practices of community
members. The researchers examined the implementation of research-based interventions
in community settings. Eleven journals that contained 27 articles addressing community
interventions intended to impact dietary change, physical activity or smoking were
examined. The researchers adopted the RE-AIM framework (reach, efficacy/
effectiveness, adoption, implementation, maintenance) for this analysis. The RE-AIM
framework was developed to organize dimensions of internal and external validity that
are important factors in translating research findings into practical health promotion
interventions (Dzewaltowski et al.). All of these studies reported on internal validity
elements such as effectiveness, and sought to establish confidence that any reported
changes would result from the intervention administered rather than from some other
extraneous causal factor. Most of the cited studies reported individual participation rates.
However, most of them did not report the extent to which individual participants selected
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for the sample represented the general population or compared with those who did not
participate. These were believed to be important external validity elements that would
enable future researchers to easily replicate the study. Only seven studies provided
follow-up data on the long-term effects of the intervention (maintenance). Dzewaltowski
et al. recommended that, for intervention studies where the measurement of change in
behavior was being examined, greater emphasis should be placed on establishing external
validity. This would ensure that the samples used were representative of the target
population especially when long-term solutions to chronic problems were sought.
Utilizing these procedures would ensure that the completed research can be easily
replicated and that the same strategies could be implemented in other community
settings.
Two very important national initiatives that are designed to improve the quality of
life for young people and to ensure that they all have equal opportunity and access to
amenities that facilitate successful living are the No Child Left Behind [NCLB] (U.S.
Congress, 2002) and the Healthy People 2010 Objectives for the Nation (USDHHS,
2002). When President Bush signed the NCLB, he emphasized the goal of NCLB to
create the best educational opportunities for children and to ensure they have every
opportunity to succeed. He also stressed the role of public schools in building the mind
and character of all children (USDHHS). The NCLB requires that administrators provide
the necessary services and resources to enable them to acquire the skills and abilities they
need to be successful in life. All children have the right to enjoy good nutrition, positive
health, sound social and emotional security, and stimulation which will prepare them for
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school success at the crucial time when they are capable of tremendous physical,
emotional, social and cognitive growth and possess a great capacity to learn (USDHHS).
Healthy People 2010 (USDHHS, 2001) is a set of health objectives for the United
States to help organizations and agencies to develop programs to improve health over the
first decade of the new century. Healthy People 2010 built on initiatives pursued over the
past two decades. As an extension of the 1979 Surgeon General's Report, and Healthy
People 2000: National Health Promotion and Disease Prevention Objectives, Healthy
People 2010 was designed to achieve two over-arching goals: Goal 1: is to increase
quality and years of healthy life to help individuals of all ages increase life expectancy
and improve their quality of life, and Goal 2 is to eliminate health disparities among
different segments of the population (USDHHS, 2001).

Summary
The literature review demonstrated that while it is well know that AfricanAmericans have been dying at a greater rate from heart attacks and other CVDs than
Whites, an adequate amount of aggressive community outreach has not been initiated to
educate the African-American youth on ways of preventing the risk factors for the
development of these diseases. Many challenges confront the concerned health
professionals and communities who struggle daily to eliminate the disparities in health
status, health services, and health care.
Mississippians have the highest age-adjusted CVD mortality rates in the nation,
and the cardiovascular rates and obesity continue to increase. This CVD/obesity epidemic
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is steadily increasing among the younger age groups, and, as a result, the need for
effective prevention programs has become more apparent in recent years. Finding
solutions for these health disparities in Mississippi is now a priority for many in the
health care profession as the failures of the past strategies necessitate the development
and implementation of effective strategies to adequately address the problem.
Public health researchers believe that practicing healthy behaviors, like eating
low-fat foods, high fruit and vegetable diets, getting regular physical activity, and
refraining from tobacco use, could prevent many premature deaths from CVD. The
literature has shown that negative health-related behaviors originate in childhood and
progress to the adult onset chronic diseases. The problem now is that these diseases are
more prevalent today among the very young. That is why researchers suggested that
positive choices need to be promoted before damaging behaviors become a natural part of
a young person’s daily practices.
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CHAPTER III
METHODOLOGY

Introduction
Chapter III includes a description of the methods used in conducting this research
study. First, the research design, variables of the study, and the research questions that
guided the study are covered. Next, the population is described in detail. Then, the two
instruments used for this study and the reliability and validity of the instruments are
described. Finally, procedures for collecting the data and the mechanisms by which the
data were analyzed are discussed.
The objective of the study was to implement a CVD intervention program for
high school students and to test and retest student knowledge of basic CVD information
and behavioral practices. The goal was to determine if a carefully structured health
promotion program administered to high school students would increase their knowledge
about CVD and provide them with effective strategies to eliminate or reduce health risk
factors. The outcome (dependent variable) used to measure the effectiveness of the
program was the Project Health Students Survey (students’ responses on the survey) that
measured students knowledge gained after exposure to the intervention.
This study served to examine one very important concern facing public health
officials and school administrators. The concern relates to finding ways to successfully
prepare young people to face the challenges of the future. All of society has been
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confronted with the challenge of preparing young people to develop academically and
lead as successful and healthy lives as possible. The dilemma for schools is whether a
carefully structured classroom-based disease prevention program administered to students
increases their knowledge about CVD and can aide in students’ successful physical
development by providing them with effective strategies for eliminating or reducing risk
factors that are preventable.

Research Design
The study was designed to investigate student outcome measures as indicators of
the impact and perceived usefulness of an intervention program in modifying student risk
behaviors. This research design was a quasi experimental research design similar to an
experimental study except that it could not demonstrate possible cause-effect
relationships or did not include randomization and a control group (Mertler & Charles,
2005). The data collected from the participants were quantitative. Quantitative research is
defined as the collection and analysis of numerical data in order to explain, predict and/or
control phenomena of interest (Gay, Mills, & Airasian, 2006). The researcher utilized a
pre/post test design with 9th to 12th graders at a high school in central Mississippi. The
researcher utilized intact classroom groups for the study.

Variables in This Study
The intervention was the implementation of the Project Health Curriculum
(Appendix C). The Project Health Curriculum addressed a wide range of behavioral
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practices among students that are believed to contribute to the development of major
chronic health issues. The curriculum emphasized a wellness theme to help reverse the
negative trends that currently exist. The curriculum provided students with reliable
options to address their health risk practices, focusing primarily on improving their
dietary practices and increasing their participation in physical activity. Since improving
health status is a major issue for many Mississippians, through the Project Health
Curriculum, physical education and health education classes were restructured to put
more emphasis on acquiring lifelong fitness behavioral practices. Students were afforded
increased accessibility to preventive training and intervention techniques.
The curriculum was developed using information provided by the teachers on the
School Teachers Health Survey (STHS). The responses of the teachers provided
information on their willingness to participate in a school-based prevention program
(Appendix D). Analyses were computed on the pre and post tests which represented the
students’ responses on the PHSS that assessed their knowledge, behaviors and practices.

Project Health Curriculum
The Project Health curriculum was developed by Addison et al. (2002) to provide
health education and activities that would increase intrinsic motivation for youth to
participate in fitness activities and engage in positive behavioral practices. Such activities
have the potential to change the attitudes of children regarding their willingness to
participate in physical activities, to reduce overweight in the children and adolescents,
and to educate youth on the necessity for fitness to promote health and to produce a

40

healthy environment for youths. Project Health sought to address the pervasive and
substantial cardiovascular health disparities that account for a wide range of morbidities
of the cardiovascular system in African-American residents of Mississippi, ranging from
those affecting children to those that cause unnecessary suffering, disability and
premature mortality in adults. The Project Health program of activities involve direct
integration of innovative, proactive disease prevention activities into the health and
physical education curriculum to help students learn to accept responsibility for designing
the quality of their lives through the adoption of more positive lifestyle choices and the
incorporation of new heart healthy behaviors (Addison et al., 2006).

Research Questions
The following research questions guided the study:
1.

What is the attitude of faculty toward the provision of academic
accommodation for students in a CVD prevention/intervention health risk
behavior program as measured by their responses on the School Teachers
Health Survey?

2.

What do the teachers perceive as the main CVD health risk practices of
the students as measured by their responses on the School Teachers’
Health Survey?

3.

What is the extent of risk behaviors practiced by the students as measured
by their responses on the Project Health Student Survey?
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4.

How effective is a school-based CVD prevention/intervention health
program in changing negative health risk behaviors of students as
measured by changes between the pretest and posttest of the Project
Health Student Survey?

Population and Sample
This research used purposive sampling to select the participants. Purposive
sampling is the process by which subjects are selected because of a characteristic and
human choice rather than at random (Creswell, 2005). The sample that participated in this
study included the teachers of the high school and the students who were enrolled in the
health and physical education classes. Teachers attending the annual staff development
seminar of the school were invited to participate in this survey (See Appendix F). In
addition, 9th through 12th grade students were invited to participate in the student’s
survey. All students who were enrolled in the health and physical education classes from
the high school in Canton, Mississippi, were given an opportunity to participate in the
program and were asked to complete a consent form and an assent form prior to
participating in the study. The 9th to 12th grade students represented a school district
serving predominantly low income African-American youth. Canton, Mississippi, was
first incorporated as a town in 1836 and is the county seat of Madison County,
Mississippi. Canton, Mississippi, was an early farming center with cotton fields worked
by many slaves − a fact that later caused the area to be the only county outside the Delta
with African-Americans outnumbering Whites four to one. Severe disparities continue to
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exist both in education and health services afforded the African-American children of
Canton (Bruger, 1997).
According to a study conducted by Project Health (Addison et al., 2002), more
than 95% of the teachers from a Mississippi high school suggested that students need
additional activities to enable them to make responsible decisions about health-related
issues. The teachers believed that students would participate in health
education/prevention programs to combat the degree of overweight among the students,
as well as other health-related issues that they felt may result from the students’ negative
behavior practices related to diet and exercise.

Setting
Canton High School is a high school in a school district that educates 1700
children and is classified by the Mississippi State Department of Education as a school
with low socio-economic status. The school is also classified as a Title 1 school which
means that the school serves low-achieving children located in high poverty areas and
qualifies for federal funding to help students master challenging curricula and meet
established standards (MSDH, 2000).
Disparities in healthcare access and mortality can be seen in the death statistics
for the residents of Canton. In 1999, African-American residents accounted for over 70%
of deaths from all causes. Almost 68% of all deaths recorded for heart disease occurred
among the African-American residents of Canton, and 100% of all deaths recorded for
hypertension-related diseases as well as diabetes related diseases occurred in the African-
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American community (MSDH, 2000). Canton, Mississippi is included as one of the study
areas for the Jackson Heart Study because of the high number of African-Americans who
are reflective of the trends of high prevalence of CVD and obesity that currently exist in
Mississippi.

Instruments
The two survey instruments used to gather the data in this study were composed
of closed-ended items (questions). Closed-ended questions have a finite set of answers
from which the respondent chooses. The teachers responded to their questions by
providing “yes” or “no” answers and the students responded by providing the number of
times they engaged in certain activities/behaviors. The benefit of closed-ended questions
is that they are easy to standardize, and data gathered from closed-ended questions lend
themselves to statistical analysis (Fink, 1995). The first instrument that was used to
gather data for this study was the STHS. The teachers at Canton High School were
administered the STHS to assess their willingness to participate in a school-based
intervention/prevention program and their perceptions about the factors that affect the
students’ risk behaviors and the current problems that exist. From this information, the
direction for the development of the intervention program was accomplished. The STHS
was constructed by Project Health and previously used in 2002 to measure the teachers’
perceptions of student risk behaviors (Addison et al., 2006). The STHS was developed to
solicit from teachers their opinions on a wide range of students’ behavioral practices that
contribute to negative health outcomes. The survey containing 22 items was first
administered to all teachers attending a staff meeting convened by a school principal as
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part of the professional development/orientation activities at the beginning of the 2002
school year. This survey was intended to obtain a reliable estimate of the risk behavioral
practices of students, accessibility to preventive training and intervention programs in the
schools, and the degree of support among the staff. This was believed to be an important
first step to accomplishing the enormous task of reducing the incidence of CVD in
Mississippi through utilization of the school education curriculum. Improving health
status is a major issue for Mississippians, particularly those of African-American descent.
The other questionnaire to be used to assess the students’ knowledge and
behaviors was the PHSS which is an adaptation from the YRBS, developed by CDC and
widely used to gather State data about risk factors among youth. The YRBS measures the
incidence and prevalence of behaviors that contribute to the leading causes of mortality
and morbidity among youth, thereby providing the framework for monitoring trends in
health and risk behaviors (CDC, 2007). The PHSS examined the students’ daily
practices and provided the data required to assess prevalence and changes in risk
behavioral practices.

Developing the School Teacher Health Survey (STHS)
The STHS was developed in 2002 by Addison et al. to establish the extent of risk
behavioral practices that existed among students at a Mississippi high school (Appendix
D). The STHS was also intended to assess the willingness of the teachers to participate
in an educational prevention/intervention effort to reduce risk behavioral practices and,
ultimately, the development of adult chronic diseases among the students. For the 2002
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study, a committee of six individuals comprising public health officials and educators
was convened to collaborate on developing the survey. The committee was composed of
two high school administrators, two classroom teachers, and two university public health
researchers. The committee examined surveys from the literature to create the items
needed to explore the teachers’ perceptions.
The committee used the following steps to create an instrument that they felt
adequately solicited the responses from the teachers regarding student behavior and
readiness to participate in behavior changing exercises:
1.

The researcher and the committee met to review related literature with
similar surveys.

2.

The researcher provided a list of priority areas and categories.

3.

The researcher provided descriptions for each category of interest.

4.

The committee developed the instrument from the information.

5.

The committee voted on the appropriate questions that should be retained
in the final survey.

Reliability of the STHS Instrument
The teachers’ beliefs, attitudes and opinions established a contextual background
from which activities could be shaped in order to change the negative behavioral
practices of students that later translate into premature and excessive morbidity and
mortality. The School Teachers Health Survey (STHS) was developed by Project Health
to examine teachers’ perceptions of the school environment and risk behaviors (Addison
et al., 2006). This exercise served to assist the understanding, not only of the support of
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teachers towards changing the thought processes and practices of students, but also the
teachers’ willingness to become involved in intervention and prevention activities. The
time calculated for completing the survey was twenty minutes. The School Teachers
Health Survey (STHS) was tested using Cronbach alpha, yielding a reliability coefficient
of .79.

Reliability and Validity of the PHSS
The PHSS that was used in this study is an adaptation of the YRBS. To respond
to questions about reliability, CDC conducted two test-retest reliability studies of the
national YRBS questionnaire in 1992 and in 2000. In the first study, the questionnaire
was administered to a sample of 1,679 students in grades 7–12. There was no significant
difference between the prevalence estimates for the two administrations of the
questionnaire. In the second study, the questionnaire was administered on two occasions,
over a 2 week period to a sample of 4,619 high school students. Some questionable items
were revised or deleted from later versions of the questionnaire.
CDC has not conducted any study to assess the validity of all self-reported
behaviors that are included on the YRBS questionnaire. To address validity issues, the
CDC reviewed the literature in 2003 to assess factors that might affect the validity of
adolescent self-reporting of behaviors measured by the YRBS questionnaire. As a result
of the assessments by CDC, researchers concluded that the validity of self-reports of each
type of behavior was not threatened by factors that are sometimes believed to have an
influence on self-reporting (CDC, 2007).
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Steps were taken to establish construct validity of the PHSS. Construct validity
was established by implementing procedures to determine if the scores obtained by the
participants who completed a survey were significant and meaningful. An instrument that
is determined to have construct validity is one that can be used to effectively measure a
sample to help to understand phenomena in a population (Creswell, 2005).
The 38-item survey (PHSS) was administered to gather information about the
prevalence of risk factors for major diseases among the students of the Canton High
School. Current exercise and physical activity risk practices were examined through the
students’ responses to questions relating to participation in physical activities. High
fat/junk food consumption was measured from the participants’ responses on the
questionnaire relating to their dietary practices. Alcohol consumption and tobacco use
were measured by the participants’ responses on the questionnaire relating to their
practices involving the use of alcohol and tobacco products. Questions about sociodemographic characteristics (age, gender, grade, and ethnicity) were also included on the
survey. Students were asked to select the choices that best fit their daily behaviors (yes or
no answers, or frequency of occurrence of the activity described). The large number of
individuals who participated as a result of the purposive sampling of students enrolled in
the health and physical education classes assured that the sample represented the general
population of the high school. This is believed to be an important external validity
element.
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Pilot Testing for PHSS Instrument
Approximately twelve students were administered a Pretest prior to the beginning
of the intervention program. These twelve students only participated in the pilot testing to
establish reliability and did not participate in the subsequent study. Approximately one
week later, the same group was administered the same test a second time. Scores were
tallied and test-retest reliability was conducted to determine a correlation coefficient to
determine the consistency of the test. An alpha coefficient of r = .70 was computed and
was deemed to be sufficient to establish reliability of the instrument. An alpha level of
.05 was used for the level of significance.

Procedures
In spite of what is known about the devastating effects of CVD, as well as the
enormous economic burdens that these diseases create, little has been done to intervene
with students to begin to educate them on the association between risk behaviors and the
disastrous outcomes that have given the State of Mississippi the number one ranking for
CVD among African-Americans, as well as having the highest prevalence of obesity. For
this study, students participated in an intervention program that addressed a wide range of
behaviors among youth that contribute to ill health and major chronic diseases. The
purpose of the intervention program was to educate students on the importance of
physical activity and healthy eating habits in order to reduce obesity and improve health
with an emphasis on lifelong fitness, health practices, and behaviors.
Prior to beginning the study, permission was sought from the Institutional Review
Board at Mississippi State University, as well as from the school district that was the
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target of this study and program. Upon receipt of approval, consent and assent forms
were issued for parents’ and students’ review and signature. Upon receipt of signed
consent forms, formal activities to initiate the study began (Appendix G).
The school-based activities took the form of a prevention program aimed at
examining knowledge and behavior gains of students. To facilitate the development of
the prevention/intervention program, a meeting was held with staff and teachers of a local
school district where all members of the staff who were present were surveyed for
information relating to student practices, organization policy toward student risk
behaviors, frequency of contact with the target age group, and willingness to undertake
health promotion activities. The information provided by the teachers was used to
identify specific health and behavior issues that needed attention that were not currently
addressed by the school’s curriculum. Based on the feedback obtained from the teacher
survey, modifications were made to the health and P.E. curriculum. Using the results of
this teachers’ survey as a guide, the prevention/intervention program was developed by
incorporating information about CVD from the Project Health Curriculum.
The study activities for the students included three phases; a pretest, the
intervention program, and a posttest evaluation. The intervention was supported by
workshops and seminars for the students to enhance their education and knowledge about
possible risk behavioral practices and the potential for developing adult diseases. This
classroom-based intervention emphasized activities that could prevent or reduce the early
occurrence of future CVD. The goal was to reverse negative trends by helping children
study and understand health issues and change their attitudes about diet and exercise by
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providing assignments to help them sustain healthy practices for them. The program
introduced them to the association between negative daily practices and the undesirable
health outcomes and was intended to help them choose more positive life practices. The
program also sought to impact students who were overweight and obese by teaching them
how to reduce calorie intake from meals, thereby acquiring cholesterol levels. There were
activities that helped increase the students’ participation in physical activity to increase
stamina, increase endurance, lower blood pressure, lower abnormal blood sugar levels,
reduce stress, improve sleep, and to engage in weight control. Students were asked to
maintain a daily calorie planner that listed the contents of all meals and the number of
calories consumed for class analysis. Students designed their own heart healthy meals. In
addition, students were given an opportunity to prepare a list of potential daily activities
designed to improve and maintain good health. The students maintained daily logs of
activities completed.
In summary, students were administered a pretest to gauge their knowledge about
CVD and their behavioral practices, after which they participated in an intervention
program. Through this health information intervention that was conducted through the
health and physical education classes, students were given information about CVD and
given the opportunity to display their knowledge by participating in a pretest. At the end
of the intervention program, a posttest was administered and the students’ responses were
examined to determine the impact of the intervention. Students’ responses were examined
to see if knowledge and behavioral practices improved as a result of the intervention.
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Statistical Analysis
This research design used was a quasi-experimental research design that utilized
different data collection measurement scales, enabling the researcher to utilize data
collection techniques that worked for collecting the information needed (Mertler &
Charles, 2005). The data collected from the participants were quantitative. Quantitative
research is defined as the collection and analysis of numerical data in order to explain,
predict and/or control phenomena of interest. The data were analyzed using SPSS
Statistical package (15.0), and frequencies and percentages were computed to fully
examine the teachers’ perceptions regarding the usefulness of implementing a selected
school-based intervention/prevention program and the students’ measures as indicators of
the effectiveness and perceived usefulness of the prevention/intervention program in
modifying student risk behaviors. The responses of the teachers and the students were
reported in table format for graphic presentation. Estimates of students’ practices and
teachers’ perceptions were assessed from the teachers’ responses on the STHS using
frequencies and percentages.
1.

What is the attitude of faculty toward the provision of academic
accommodation for students in a CVD prevention/intervention health risk
behavior program as measured by their responses on the School Teacher
Health Survey?

This question was answered using descriptive statistics to investigate the
perceptions of the high school teachers in reference to the usefulness of implementing a
selected school-based intervention/prevention program and their willingness to
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participate. Descriptive research determines and describes the way things are, and
compares how subgroups view issues and topics (Gay et al., 2006). Descriptive
approaches involve precise, focused questions and targeted information collection
(Garvin, 2000). Advantages of descriptive research include well-defined methodologies,
easy to summarize findings, and limited ambiguity in interpretation of results. Their
responses were recorded using frequencies and percentages.
2.

What do the teachers perceive as the main CVD health risk practices of
the students?

This question was answered using descriptive statistics to investigate the
perceptions of the high school teachers in reference to what they believe are the main
CVD health risk practices of the students. Their responses were recorded using
frequencies and percentages.
3.

What is the extent of risk behaviors practiced by the students as measured
by their responses on the Project Health Student Survey?

This question was answered using descriptive statistics to investigate the
behavioral practices of the high school students in reference to what they did on a daily
basis. Their responses were recorded using frequencies and percentages.
4.

How effective is a school-based CVD prevention/intervention health
program in changing negative health risk behaviors of students?

This question was answered by computing a Wilcoxon Signed Ranked test to
analyze the differences between the pretest and posttest scores of the students on the
PHSS to determine if the intervention program impacted their attitudes, practices, and
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knowledge regarding their risk behavioral practices. The posttest served as the student
outcome measure and indicator of the effectiveness and perceived usefulness in
modifying student risk behavioral practices when compared to the pretest scores.

Theoretical Perspectives of the Study
To adequately address the development and successful implementation of
prevention and intervention techniques for African-American students, attention was
given to the students in their daily environments. To accomplish this task, the study
considered the environment and circumstances under which the exchanges between
teachers and students occured. Therefore, Social Learning and Social Cognitive Theory
(Bandura, 1986) were used to guide this study. Social Learning and Social Cognitive
Theory suggests that behavior change is affected by environmental influences, personal
factors, and attributes of the behavior itself, each of which may affect or be affected by
the other two, resulting in self-efficacy. A person must believe in his or her capability to
perform the behavior and must value the outcomes or consequences that he or she
believes will occur as a result of performing a specific behavior or action. According to
these theories, to be effective, models must evoke trust, admiration, and respect from the
observer; models must not, however, appear to represent a level of behavior that the
observer is unable to visualize attaining.
Social Learning Theory was popularized by Bandura. This theory is important to
the study of the practices, behaviors, and attitudes of African-American students because
it emphasizes that the teachers and other significant adults have great influence on their
students’ beliefs. Bandura’s work postulates that adults who are available to work with
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and positively influence children can facilitate cognitive development. Students can learn
by observing their teachers in activities and modeling their problem-solving strategies,
vocabulary and other behavior (Bandura, 1986).
Social Learning Theory in this study was used to explore the quantity and quality
of teacher involvement experienced by African-American students who practice risk
behaviors that contribute to the development of diseases. Social Learning Theory posits
that modeling and compensation are the two main components that shape children’s
behavior. Social Learning Theory posits that adult warmth encourages identification and
increases the likelihood that the child will imitate the adult’s problem solving strategies,
vocabulary, and other behavior, which can stimulate cognitive behaviors. This has
implications for modifying risk behaviors of African-American students and their
perception of their behaviors, responsibility, and choices on many levels. Among them
are opportunities to explore these students’ feelings about problem solving and their
cognitive abilities, which could potentially shed light on their choices that lead to
negative risk behaviors. Social Learning Theory provides a good framework to look at
modifying risk practices in African-American students. However, it does have
limitations. The Social Learning Theory relies heavily on modeling and compensation to
explain all interactions and influences.
Rooted in Bandura’s Social Learning Theory, the health and physical education
curriculum to which the students were exposed focused on developing personal and
interpersonal skills to train students to make positive choices and accept responsibility for
improving their quality of life. The opinion is held by many that students need to be
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taught social skills to be successful students. Social skills contribute to effective
communication and enhance a child’s ability to appropriately handle difficult decisions.
Without this skill, other school related problems are sure to erupt.
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CHAPTER IV
FINDINGS

The purpose of this study was to investigate the implementation of a CVD
prevention/intervention program (Project Health Curriculum) to determine its impact and
its utility in modifying negative risk behavioral practices among students. To achieve its
goal, this study examined responses to two surveys. The first one was a survey to the
teachers at the high school under investigation. The responses of teachers to items on the
School Teacher Health Survey (STHS) were examined. The STHS assessed healthrelated risk behavioral practices and health problems that existed among students in their
school. The information gathered from the teachers’ responses on the STHS assisted in
the development of a prevention/intervention program to target students’ health risk
behavioral practices. The responses of the teachers on the STHS provided verification of
the teachers’ willingness to participate in the development and implementation of a
program designed to improve their students’ knowledge and their ability to make positive
choices to improve their quality of life. The teachers’ involvement in this part of the
study was designed to elicit support and to provide constructive details that would lead to
a coordinated approach to developing and implementing a school prevention program and
tackling the enormous health outcomes that are attributed to poor behavioral practices
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among adults that often begin in youth. In addition, this research examined the impact of
the implemented school-based intervention program on the students’ behavioral practices
and behaviors. The second survey used in this study was the Project Health Student
Survey (PHSS). The impact of the prevention/intervention program was measured by the
students’ responses on the PHSS.
The intervention was the implementation of the Project Health curriculum that
highlighted behavioral practices of students that contribute to the development of major
chronic health issues. This curriculum focused on a wellness theme to help reverse
negative behavioral practices. The instruction provided students with reliable options to
address their health risk practices, focusing primarily on improving their dietary practices
and increasing their participation in physical activity. Physical education and health
education classes were restructured to put more emphasis on acquiring lifelong fitness
practices and behaviors. Four variables were included in this study. The first variable was
the teachers’ responses on the School Teacher Health Survey (STHS) completed by the
classroom teachers to evaluate the students’ risk behaviors. The second variable included
the teachers’ willingness to participate in a school-based prevention program. The third
dependent variable was the students’ responses on the Project Health Student Survey
(PHSS) completed by students to assess knowledge of their behaviors, attitudes, and
practices (pretest). The fourth variable was the students’ responses on the posttest. The
following research questions were developed to further investigate the problem of this
study:
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1.

What is the attitude of faculty toward the provision of academic
accommodation for students in a CVD prevention/intervention health risk
behavior program as measured by their responses on the STHS?

2.

What do the teachers perceive as the main disease health risk practices of
the students as measured by their responses on the STHS?

3.

What is the extent of risk behaviors practiced by the students as measured
by their responses on the PHSS?

4.

How effective is a school-based CVD prevention/intervention health
program in changing negative health risk behaviors of students as
measured by changes between the pretest and posttest of the PHSS?

Frequencies and percentages of the teachers’ and students’ responses for each
category summarized the data obtained from the survey. The Wilcoxon Signed Ranked
test was used to examine the students’ responses to the PHSS before their exposure to the
Project Health curriculum (pretest) and their responses to the PHSS after their exposure
to the intervention (posttest). The findings of this study are presented and discussed in
this chapter. The results are shown in tables presented in this chapter. Approximately
84.0% of the teachers who participated in this study were African-American, and 64.0%
of them were female. In addition, almost half of them had academic qualifications
beyond the bachelors degree. Teacher characteristics are presented in Appendix G.
Table 1 is a presentation of the characteristics of the 389 students who
participated in this study. Approximately half (50.9%) were females; 49.1% were males.
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Almost 43% were 17 years old. The 12th graders had the greatest participation with a rate
of 45.2%.

Table 1
Characteristics of the High School Students (N=389)

Variables

Frequency

Percentage

Gender
Male
Female

191
198

49.1
50.9

Total

389

100.0

Age
15-16 years
17 years
18 years or older

154
167
68

39.6
42.9
17.5

Total

389

100.0

Grade
9th Grade
10th Grade
11th Grade
12th Grade

42
98
73
176

10.8
25.5
18.8
45.2

Total

389

100.0

Research question one asked, “What is the attitude of faculty toward the provision
of academic accommodation for students in a CVD prevention/intervention health risk
behavior program as measured by their responses on the STHS?” Descriptive statistics
using frequencies and percentages were used to analyze the perceptions of the high
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school teachers regarding the usefulness of implementing a selected school-based
intervention/prevention program and the willingness of the teachers to participate.

Responses of School Teacher Health Survey
The information provided in Table 2 illustrates the teachers’ attitude toward the
provision of academic accommodations for students in a CVD prevention/intervention
health risk behavior program. While 65% of the teachers agreed that there were no
adequate health promotion programs at their school, 100% of the teachers surveyed
suggested that students need additional activities to help them make the correct decisions
to protect their health.
Research question two asked, “What do the teachers perceive as the main disease
health risk practices of the students?” The information provided in Table 3 illustrates the
teachers’ perception of the main disease health risk practices of the students. Eighty-eight
percent revealed that they have personally witnessed unhealthy practices among students
at school that are potentially health hazards. All teachers agreed students at school do not
exhibit good dietary habits.
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Table 2
Teachers Perceptions of Disease Prevention/Intervention Program at Their School (N=45)

Variables

Frequency

Percentage

Students need additional activities to help them make
responsible decisions

45

100.0

School has no visible signs of health
promotion/prevention initiatives

44

98.0

Students do not have easy access to adequate health
information, such as pamphlets, guides etc.

44

98.0

School does not have a mentorship program for at-risk
students

44

98.0

Need or specific health promotion programs at your
school

34

76.0

School board or school currently does not have a
comprehensive wellness program

31

67.0

No adequate health promotion programs in place at
school

30

65.0

Willing to become involved in a School Health
Committee

25

56.0
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Table 3
Teachers’ Perceptions of Students’ Risk Practices (N=45)

Variables

Frequency

Percentage

Students at school do not exhibit good dietary habits

45

100.0

School’s cafeteria food does not meet all of the daily
dietary requirements

44

98.0

Knowledge of students who exhibit hygiene problems

43

95.0

Knowledge of students who experience self esteem
problems

42

94.0

Underlying problems prevent most students at school
from functioning at their fullest potential

41

90.0

Personally heard of or witnessed in-school violence and
unhealthy practices among students

40

88.0

Students not engage in adequate regular physical
activity at school

40

88.0

Students at school have problems with alcohol and
tobacco

23

52.0

Responses of Project Health Student Survey
Research question three asked, “What is the extent of risk behaviors practiced by
the students as measured by their responses on the PHSS?” The students responded to the
questionnaire item that asked if they ate salad during the past 7 days. As seen in Table 4,
slightly more than half of them (51.4%) indicated on the pre test that they did not eat a
salad during the past seven days compared to 29.0% on the post test.
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Table 4
High School Students Consumption of Salad during the Past 7 Days (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Did not eat salad

200

51.4

112

28.9

1 to 3 times during past 7 days

99

25.4

39

10.0

4 to 6 times during past 7 days

19

4.9

24

6.1

1 time per day

34

8.7

68

17.4

2 times per day

14

3.6

76

19.6

3 times per day

7

1.8
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15.7

4 or more times a day

4

1.0

4

1.0

No Response

4

1.0

5

1.3

389

100.0

389

100.0

Total

The students responded to the survey item that asked if they ate fried food during
the past 7 days. As seen in Table 5, only 4.1% of the students stated that they did not
eat fried food during the past 7 days. Almost 34% of the students indicated that they
did eat fried food 1-3 times during the past seven days. Not much change was apparent
from an examination of the post test responses regarding the students’ consumption of
fried foods
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Table 5
High School Students Consumption of Fried Foods during the Past 7 Days (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Did not eat fried food

16

4.1

27

7.0

1 to 3 times during the past 7 days

132

33.9

125

32.0

4 to 6 times during the past 7 days

82

21.1

79

20.4

1 time per day

43

11.1

41

10.6

2 times per day

44

11.3

40

10.3

3 times per day

30

7.7

27

6.8

4 or more times per day

38

9.8

36

9.3

No Response

4

1.0

14

3.6

389

100.0

389

100.0

Total

The students responded to the survey item that asked if they consumed soft drinks
with every meal. As seen in Table 6, approximately, one-third of the students (31.9%)
stated that they consumed soft drinks with every meal. Fewer students reported
consuming soft drinks with every meal on the post test.
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Table 6
High School Students Consumption of Soft Drinks (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

With every meal

124

31.9

112

28.9

With two meals out of the day

36

9.3

39

10.0

With one meal out of the day

34

8.7

24

6.1

Not with every meal, but between
meals

74

19.0

68

17.4

With some meals and in between
meals

67

17.2

76

19.6

With every meal and in between
meals

48

12.3

65

16.7

No Response

6

1.5

5

1.3

389

100.0

389

Total

100.0

The students responded to the survey item that asked if they drank water daily.
As seen in Table 7, a small number of students (8.0%) reported that they did not drink
water daily. Approximately 39.6% of the students stated that they drink 2-4 glasses of
water daily. Little change was observed in the students’ consumption of water from the
pre test to the post test.
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Table 7
High School Students Daily Water Consumption (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Do not drink water

31

8.0

42

10.8

1 glass

89

22.9

81

20.7

2-4 glasses

154

39.6

143

36.7

More than 4 glasses

110

28.6

117

30.2

5

1.3

6

1.6

389

100.0

389

100.0

No Response

Total

The students responded to the survey item that asked how many times they drank
100% fruit juice during the past 7 days. As seen in Table 8, approximately 13.9% of the
students responded to drinking 100% fruit juices during the past 7 days. One-third of the
students (30.6%) reported that they drank 100% fruit juices at least 1-3 times during the
past 7 days. More students reported drinking 100% fruit juice on the posttest than they
did on the pretest.
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Table 8
High School Students Consumption of 100% Fruit Juice during the Past 7 Days (N=389)

Variables

Did drink 100% fruit juices

Pre Test
Frequency
66

Percentage
17.0

Post Test
Frequency
105

Percentage
27.0

1 to 3 times during the past 7 days

105

27.0

114

29.3

4 to 6 times during the past 7 days

60

15.4

50

12.9

1 time per day

42

10.6

34

8.7

2 times per day

40

10.3

39

10.0

3 times per day

26

6.8

15

3.9

4 or more times per day

36

9.3

26

6.8

No response

14

3.5

6

1.6

Total

389

100.0

389

100.0

The students responded to the survey item that asked if they drank alcoholic
beverages. Over half (66.8%) of the students reported that they did not drink alcoholic
beverages, and 31.6% of the students reported that they did drink alcoholic beverages.
Approximately 1.5% of the students did not respond to the question.
The students responded to the survey item that asked them what kind of alcoholic
beverages they drank. As seen in Table 9, over half of the students (57.6%) did not
respond to the question that asked them what kind of alcoholic beverages they drank.
Almost 12% of the students drinking reported wine coolers. Even though a small number
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of students reported consuming alcohol, there was a slight reduction in alcohol
consumption from pre test to post test.

Table 9
Types of Alcohol Beverages Consumed by High School Students (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Beer

25

6.4

20

5.1

Wine

13

3.3

14

3.6

Wine coolers

46

11.8

52

13.4

Liquor

29

7.5

23

6.0

Champagne

7

1.8

6

1.5

2 or more above

36

9.3

25

6.3

All of the above

9

2.3

9

2.3

No Response

224

57.6

240

61.8

Total

389

100.0

389

100.0

The students responded to the survey item that asked if they drank to have a good
time when out with friends. A large percentage (81.9%) of the students reported that they
do not drink to have a good time when out with friends. Approximately 16.5% of the
students reported that they drink to have a good time when out with friends. About 1.8%
of the students did not respond to the question.
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The students responded to the survey item that asked how much alcohol they
consumed on a weekly basis. As seen in Table 10, more than two-thirds (67.9%) of the
students reported that they did not consume alcohol on a weekly basis. Almost 25% of
the students reported that they consumed 1 to 3 alcohol drinks on a weekly basis. There
was a slight reduction in alcohol consumption noted in the students’ post test responses.

Table 10
Amount of Alcohol Consumed Weekly by High School Students (N=389)

Variables

Pre Test
Frequency
264

None

Percentage
67.9

Post Test
Frequency
274

Percentage
70.5

1 to 3 drinks

97

24.9

77

19.9

4 to 8 drinks

8

2.1

9

2.3

9 or more drinks

6

1.5

7

1.7

No Response

14

3.6

22

5.6

Total

389

100.0

389

100.0

The students responded to the survey item that asked if they smoked. Almost
85% reported that they did not smoke. Approximately 14% of the students reported that
they did smoke. One percent of the students did not respond to the question.
The students responded to the survey item that asked the smokers how old they
were when they started smoking. As seen in Table 11, the majority of the students
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(72.2%) reported that they did not smoke. There was little change in the students’
reporting of their smoking habits on the post test.

Table 11
Age at Initiation of Smoking (N=389)

Variables

Do not smoke

Pre Test
Frequency
281

Percentage
72.2

Post Test
Frequency
272

Percentage
70.0

8 years or younger

9

2.3

12

3.0

9 to 13 years old

16

4.1

25

6.4

14 plus years old

27

6.9

22

5.6

No Response

56

14.1

58

15.0

389

100.0

389

100.0

Total

The students responded to the survey item that asked if they exercised or
participated in hard physical activity for at least 30 minutes (e.g., basketball, soccer,
running, swimming laps, fast bicycling, fast dancing, or similar aerobic activities) for the
past 7 days. As seen in Table 12, only 22.9% of students had 0 days of hard exercise at
least 30 minutes during the past 7 days. Almost 33% of the students reported that they
participated 1-2 days of physical exercise at least 30 minutes in the past 7 days. Slight
increases were noted in the students’ responses on the post test.

71

Table 12
High School Students Participation in Exercise or Hard Physical Activity at Least 30
Minutes a day during the Past 7 Days (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

0 days of hard exercise at least 30
minutes

89

22.9

74

19.1

1-2 days of physical exercise at
least 30 minutes.

127

32.6

102

26.3

3-4 days of physical exercise at
least 30 minutes

79

20.3

76

19.6

5 or more days of hard exercise at
least 30 minutes

88

22.6

117

30.2

6

1.5

20

4.8

389

100.0

389

100.0

No Response

Total

The students responded to the survey item that asked them if they exercised or
participated in moderate physical activity for at least 30 minutes (e.g., basketball, soccer,
running, swimming laps, fast bicycling, fast dancing, or similar aerobic activities) for the
past 7 days. As seen in Table 13, one-fifth of the students (21.1%) had 0 days of
moderate exercise at least 30 minutes during the past 7 days. Almost 38% of the students
reported that they participated 1-2 days of moderate physical exercise at least 30 minutes
in the past 7 days. Little change was noted in this category on the post test.
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Table 13
High School Students Participation in Moderate Physical Activity at Least 30 Minutes a
day during the Past 7 Days (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

0 days of moderate exercise at
least 30 minutes

82

21.1

82

21.2

1-2 days of moderate exercise at
least 30 minutes.

146

37.5

133

34.1

3-4 days of moderate exercise at
least 30 minutes.

74

19.0

64

16.5

5 or more days of moderate
exercise at least 30 minutes

73

18.8

89

22.9

14

3.6

21

5.3

389

100.0

389

100.0

No Response

Total

The students responded to the survey item that asked if they participated in
exercises to strengthen or tone their muscles in the past 7 days. As seen in Table 14,
students (29.3%) had 0 days of exercise to strengthen or tone muscles in the past 7 days.
Approximately one third of the students 32.4% reported that they participated 1-2 days in
exercises to strengthen or tone their muscles in the past 7 days. More students reported
doing exercise to tone muscles on the posttest than they did on the pretest.
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Table 14
High School Students Exercising to Strengthen and Tone Muscles
in the Past 7 Days (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

0 days of exercise to strengthen or
tone muscles

114

29.3

78

19.9

1-2 days of exercise to strengthen
or tone muscles

126

32.4

126

32.5

3-4 days of exercise to strengthen
or tone muscles

81

20.8

85

21.9

5 or more days of exercise to
strengthen or tone muscles

64

16.5

88

22.5

No Response

4

1.0

12

3.2

389

100.0

389

100.0

Total

The students responded to the survey item that asked how many hours of TV they
watched on an average school day. As seen in Table 15, only 5.9% of the students
reported that they do not watch TV on an average during school day. There was little
change noted in the students’ responses on the post test.
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Table 15
Number of Hours of TV Watched by High School Students (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Do not watch TV on an average
school day

23

5.9

19

4.8

Less than 1 hour per day

45

11.6

46

11.9

1-2 hours per day

82

21.5

82

21.0

3-4 hours per day

232

59.6

223

57.3

7

1.8

19

5.0

389

100.0

389

100.0

No Response
Total

The students responded to the survey item that asked on an average week how
many days they attended PE classes. As seen in Table 16, only 2.8% of the students
reported that they did not attend any PE classes on an average week. The majority of the
students (77.4%) reported that they attended five days in PE classes on an average week.
Little change was noted in the students’ attendance in PE classes on the posttest.
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Table 16
Number of Days of PE Attendance in Average School Week
by High School Students (N=389)

Variables

0 days in PE classes

Pre Test
Frequency
11

Percentage
2.8

Post Test
Frequency
29

Percentage
7.4

1-2 days in PE classes

43

11.1

42

10.9

3-4 days in PE classes

31

8.0

30

7.7

5 days in PE classes

301

77.4

271

69.7

3

0.8

17

4.3

389

100.0

389

100.0

No Response

Total

The students responded to the survey item that asked how many minutes were
spent exercising or playing sports in their physical education (PE) class. As seen in Table
17, approximately one-third of the students (30.8%) reported that they spent 10 to 20
minutes exercising or playing sports in their physical education class. Almost one-fourth
of the students (23.7%) reported that they spent more than 30 minutes exercising or
playing sports in their physical education class. Very minimal increases in the number of
minutes spent exercising in their PE class on the posttest.
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Table 17
Number of Minutes High School Students Spent Exercising or Playing Sports
in PE Classes (N=389)

Variables

Do not take PE

Post Test
Frequency
5

Percentage
1.3

Pre Test
Frequency
20

Percentage
5.2

Less than 10 minutes

49

12.6

49

12.7

10 to 20 minutes

120

30.8

94

24.2

21 to 30 minutes

67

17.2

70

18.0

More than 30 minutes

92

23.7

99

25.7

0 Minutes

37

9.5

28

7.1

No Response

19

4.9

28

7.1

Total

389

100.0

389

100.0

The students responded to the questionnaire item that asked them on an average
how many hours of sleep they got every night. As seen in Table 18, almost half of the
students (51.9%) reported that they receive 5-8 hours of sleep every night. This
represents an increase from the pretest responses.
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Table 18
High School Students Number of Hours of Sleep (N=389)

Variables

Pre Test
Frequency

Percentage

Post Test
Frequency

Percentage

Less than six hours

47

12.1

55

14.1

5 to 8 hours

202

51.9

185

47.6

More than 8 hours

122

31.4

110

28.3

No Response

18

4.6

39

10.0

Total

389

100.0

389

100.0

Summary of Significant Findings
Research question four asked, “How effective is a school-based CVD
prevention/intervention health program in changing negative health risk behaviors of
school children as measured by changes between the pretest and posttest of the Project
Health Student Survey?” The students provided responses to the survey regarding their
daily behavioral practices and were analyzed to compare changes between the preintervention period and the post-intervention period. Table 19 provides data relating to
this research question.
The Wilcoxon Signed Ranked test was computed to compare the responses of the
students regarding their consumption of soft drinks and to examine if there were changes in
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student practices regarding consumption of soft drinks after they were exposed to the
intervention. The intervention consisted of education on the dangers of negative practices and
improper dietary practices. The students’ consumption of soft drinks decreased after their
exposure to the intervention activities (posttest sum of ranks =11115.00) compared to their
consumption of soft drinks before they were exposed to the intervention activities (pretest sum
of ranks = 15681.00), signifying that there was a reduction in the consumption of soft drinks.
There was a significant difference in the consumption of soft drinks between the Preintervention period and the Post-intervention period (p < .05).
The Wilcoxon Signed Ranked test was computed to compare the responses of the
students regarding their consumption of 100% fruit juices during the past 7 days and to
examine if there were changes in student practices regarding consumption of 100% fruit juices
during the past 7 days after they were exposed to the intervention. The intervention consisted
of education on the dangers of negative practices and improper dietary practices. Students
consumed more 100% fruit juice (posttest sum of ranks = 18243.50) after they were exposed to
the intervention compared to what they consumed before their exposure to the intervention
(pretest sum of ranks = 12632.50). There was a significant difference in the consumption of
100% fruit juices between the Pre-intervention period and the Post-intervention period (p <
.05).
The Wilcoxon Signed Ranked test was computed to compare the responses of the
students regarding their consumption of alcohol after they were exposed to the intervention.
The intervention consisted of education on the dangers of negative practices and improper
dietary practices. Students consumed less alcohol (posttest sum of ranks = 1107.00) after they
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were exposed to the intervention compared to what they consumed before their exposure to the
intervention (pretest sum of ranks = 2214.00). There was a significant difference in the
consumption of alcohol between the Pre-intervention period and the Post-intervention period (p
< .05).
The Wilcoxon Signed Ranked test was computed to compare the responses of the
students regarding their smoking practices and to examine if there were changes in student
practices regarding smoking after they were exposed to the intervention. The intervention
consisted of education on the dangers of negative practices and improper behavior. Students
smoked less cigarettes after they were exposed to the intervention (posttest sum of ranks =
409.50) compared to what they smoked before their exposure to the intervention (pretest sum
of ranks = 1543.50). There was a significant difference in the smoking habits between the Preintervention period and the Post-intervention period (p < .05).
The Wilcoxon Signed Ranked test was computed to compare the responses of the
students regarding their physical activities for the past seven days and to examine if there were
changes in student practices regarding physical activities after they were exposed to the
intervention. The intervention consisted of education on the dangers of not exercising and lack
of participation in adequate physical activities. Students’ physical activities increased after they
were exposed to the intervention (posttest sum of ranks = 14493.50) compared to what their
physical activities were before their exposure to the intervention (pretest sum of ranks =
8511.50). There was a significant difference in the amount of physical activity to strengthen or
tone the muscles between the Pre-intervention period and the Post-intervention period (p <
.05).
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The Wilcoxon Signed Ranked test was computed regarding the hours of sleep after they
were exposed to the intervention. The intervention consisted of education on the number of
hours of sleep needed and the negative risk factors associated with not getting eight hours of
sleep per night. Students benefited from information provided on the importance of receiving 8
hours of sleep after exposure to the intervention. Students’ hours of sleep increased after they
were exposed to the intervention (posttest sum of ranks = 7946.00) compared to what their
hours of sleep were before their exposure to the intervention (pretest sum of ranks = 5584.00),
signifying an overall increase in the hours of sleep among the students. There was a significant
difference in the hours of sleep among the students between the Pre-intervention period and the
Post-intervention period (p < .05).
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Table 19
Summary of Significant Findings (Wilcoxon Signed Ranked Test)
Student’s Responses

Mean
Ranks

Sum of
Ranks

Posttest consume soft drinks

113.42

11115.00

Pretest consume soft drinks

117.90

15681.00

Posttest consume 100% fruit juices

123.27

18243.50

Pretest consume 100% fruit juices

126.33

12632.50

Posttest consume alcohol

41.00

1107.00

Pretest consume alcohol

41.00

2214.00

Posttest smoking

31.50

409.50

Pretest smoking

31.50

1543.50

Posttest do you exercise?

114.12

14493.50

Pretest do you exercise?

97.83

8511.50

Posttest hours of sleep

86.57

7946.00

Pretest hours of sleep
*p<.05

77.56

5584.00

Sig.
(2-tailed)

Change

.028*

↓

.012*

↑

.003*

↓

.000*

↓

.001*

↑

.037*

↑

Summary
This chapter presented the analyses that were computed to describe the
perceptions of the teachers and the behavioral practices of students who comprised the
sample of this study. Descriptive statistics were used that included computation of
frequencies and percentages to describe the characteristics of the group under
investigation, as well as their perceptions and behavioral practices regarding the issues
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that were raised. In addition, the Wilcoxon Signed Ranked test was used to investigate
changes in the students’ behavioral practices after their exposure to the intervention.
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CHAPTER V
SUMMARY, CONCLUSIONS, RECOMMENDATIONS AND DISCUSSION

The purpose of this study was to investigate the implementation of a
cardiovascular disease prevention/intervention program (Project Health Curriculum) to
determine its effectiveness and its utility in modifying negative risk behaviors among
high school students. This study utilized two surveys. The first one was a survey of the
teachers at the high school under investigation, using the STHS. A total of 45 teachers
from the only high school in one rural school district close to Jackson, Mississippi,
participated in this study. The information gathered from the teachers’ responses on the
STHS assisted in the development of the prevention/intervention program to target
students’ health risk behavioral practices. Teachers’ involvement in this part of the study
was designed to elicit support and to provide constructive details that would lead to a
coordinated approach to developing and implementing a school prevention program.
This research also sought to examine the impact of the implemented school-based
intervention program on the students’ behavioral practices. For this purpose, a second
survey was used, the PHSS. The effectiveness of the prevention/intervention program
was measured by student responses on the PHSS. A total of 389 high school students
from the same school as the teachers participated in this study.
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The Intervention Strategies for eliminating or reducing behavioral practices of
high school students which contribute to the development of major chronic health issues
were taken from Project Health. This curriculum focused on a wellness theme to help
reverse negative behavioral practices. The instruction provided students with reliable
options to address their health risk practices, focusing primarily on improving their
dietary practices and increasing their participation in physical activity. Physical education
and health education classes were restructured to put more emphasis on acquiring lifelong
fitness behavioral practices.
Frequencies and percentages of the teachers’ and students’ responses for each
category summarized the data obtained from the survey. The Wilcoxon Signed Ranked
test was used to examine the students’ responses to the PHSS before their exposure to the
Project Health curriculum (pretest) and their responses to the PHSS after their exposure
to the intervention (posttest).

Summary
Approximately half of the participants were females, ranging in age from 15 to19
years of age. Students from the school were enrolled in the 9th grade to the 12th grade,
with 12th graders representing the largest group of student participants.
The questions on the first survey sought to investigate the perceptions of the high
school teachers regarding the usefulness of implementing a selected school-based
intervention/prevention program and their willingness to participate. A large number of
the teachers recognized that there were no adequate health promotion programs at their
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school; most of them suggested that students need additional activities to help them make
the correct decisions to protect their health. Teachers were generally in agreement that the
school board does not currently have in place a comprehensive wellness program to
address the growing health issues faced by the student body. More than half of them
expressed their support for the institution of a school health committee designed to
develop and administer a health promotion/health education program. Most of the
teachers believed that students did not have easy access to support services to facilitate
positive choices and meaningful health decisions, and supported the implementation of
avenues that provide support services for stress and other social/community issues that
threaten to create unhealthy conditions.
The teachers also indicated that they had knowledge of students who clearly need
assistance with personal hygiene issues and other self-esteem concerns that necessitate
prompt action and felt that most of their students were not engaged in adequate physical
activities at school. As a result, teachers observed many students who could not function
at their fullest potential because of other underlying problems, particularly with regards
to alcohol and tobacco use that are potential health hazards.
The students provided the extent of risk behavioral practices by their responses on
the PHSS. More than half of them indicated that they did not eat a salad during the past
seven days, and the rest of them had an inadequate supply that was far remote from the
average daily requirements. One-third of the students indicated that they did eat fried
food 1-3 times during the past seven days, and the rest of the students had a variety of
eating habits that did not meet the daily dietary requirements. The choice of soft drinks as
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beverage of choice was apparent, and they did not drink an adequate amount of water or
fruit juices, while some of them consumed alcohol in response to peer pressure. One
positive finding was the small number of students who used tobacco products.
Many students did not participate in exercise or hard physical activity for at least
30 minutes, and almost two-thirds of them indicated that they watched TV for 3-4 hours
per day during the school day. The students engaged in an inadequate amount of exercise
in P.E. class, and more than half did not get an adequate amount of sleep.
There were many areas of their daily activities that could benefit from some
intervention to modify negative practices, if they were to achieve some of the goals of
Healthy People 2010 (Appendix B). In short, students were engaged in daily behavioral
practices that were unhealthy. In many of the critical areas of risk factors for
development of CVD, large numbers of students were either doing too little of what was
recommended for a healthy quality of life or too much of unhealthy activities. This fact
made it even more critical to assess the impact of the Project Health curriculum on their
daily behavioral practices and the promise of the educational activities which reduce
negative practices, and ultimately, reduce the premature development of CVD in this
rural community. The two risk behavioral practices that did not affect a large number of
these students were alcohol consumption and tobacco use. The students’ responses on
this questionnaire provided a reliable description of priority areas of their lives that
needed immediate intervention.
In six important aspects of daily behavioral practices, significant differences were
noted between the students’ behaviors prior to their exposure to the Project Health
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curriculum and their behaviors after their exposure. The results indicated that the students
benefited from their exposure to this specialized prevention/intervention training program
that was designed to modify their thought processes regarding their daily behaviors and
educate them about the connection between negative behavioral practices and the
development of diseases. Their participation in this program appears to have influenced
them to accept more responsibility for the quality of their lives by helping them to make
more positive choices.
The students’ consumption of soft drinks before their exposure to the intervention
activities (pretest) was compared to their consumption of soft drinks after they were
exposed to the intervention activities (posttest). There was a significant difference in the
consumption of soft drinks, indicating students consumed less soft drink after they were
exposed to the intervention compared to what they consumed before their exposure to the
intervention.
The students’ consumption of 100% fruit juices before their exposure to the
intervention activities (pretest) was compared to their consumption of 100% fruit juices
after they were exposed to the intervention activities (posttest). There was a significant
difference in the consumption of 100% fruit juices, indicating students consumed more
100% fruit juice after they were exposed to the intervention compared to what they
consumed before their exposure to the intervention.
There was a significant difference in the consumption of alcohol between the preintervention period and the post-intervention period, signifying an overall reduction in the
consumption of alcohol among the students. Even though there were not a large number
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of students who reported alcohol consumption, students reduced their consumption of
alcohol after exposure to the intervention.
The students’ smoking practices before their exposure to the intervention
activities (pretest) were compared to their smoking practices after they were exposed to
the intervention activities (posttest). Even though there were not a large number of
students who reported smoking practices, there was a significant difference in the
smoking practices indicating students smoked fewer cigarettes after they were exposed to
the intervention compared to what they smoked before their exposure to the intervention.
There was a significant difference in the physical activities practices between the
pre-intervention period and the post-intervention period indicating students’ physical
activities were greater after they were exposed to the intervention compared to what their
physical activities were before their exposure to the intervention.
There was a significant difference in those who got eight hours of sleep per night
during the past seven days and those who did not get eight hours of sleep between the
pre-intervention period and the post-intervention period. Students benefited from
information provided on the importance of receiving eight hours of sleep after exposure
to the intervention, and there was an overall increase in the hours of sleep among the
students.
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Conclusions
The findings of this study can inform policy and program decision makers about
the planning and implementation of effective risk behavior intervention/prevention
strategies. Previous research has provided evidence that formal mentoring programs that
are carefully planned, designed, and implemented can have an impact on reducing
negative behaviors, and ultimately, negative health lifestyles (Brown &Hanson, 2003).
The CATCH (Webber et al., 1996), CHIC (Harrell et al., 2004) and Heart Smart (Arbeit
et al., 1992) are all school-based cardiovascular-based intervention programs that have
demonstrated a change in risk factors, similar to the Project Health program that was used
in this study. The results indicated that the students’ values, beliefs and behavioral
practices/patterns can be modified in a controlled setting like the school environment.
This study has provided evidence that health risk among youth can be effectively
reduced by providing them with education, social interventions and guidance to adopt
new behavioral practices and make positive choices. Because health-related behaviors
are often established in childhood, positive choices need to be promoted early in life
before damaging behaviors are initiated or ingrained (Barlow, 2007; Hayman, et al.,
2004; Manton et. al., 1987).
Similarly, Killen et al. (1988) implemented the Stanford Adolescent Heart Health
Program (SAHHP) that examined tenth-grade students at four public high schools in
Santa Clara, California. The program goals were to increase physical activity and fitness
and to decrease dietary fat intake, body adiposity, and smoking. The responses of the
students on the surveys that were administered indicated that the percentage of tenth
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graders who were physically active improved substantially. Consistent with these selfreports, significant improvement was noted in resting heart rate, a measure of cardio
respiratory fitness. These results are consistent with the findings from this study. When
Gortmaker et al. (1999) conducted the Planet Health program; they targeted reduction in
television viewing and increase in physical activity and diet changes for children
attending middle school. Significant changes were noted in obesity and BMI profiles in
students who participated in this program.
The CDC has identified six (6) priority health risk behaviors that contribute to the
leading causes of death, disability, and social problems in the United States (Mississippi
Office of Healthy Schools, 2008). These behaviors often established during childhood
and early adolescence are tobacco use; unhealthy dietary behaviors; inadequate physical
activity; alcohol and other drug use; sexual behaviors that may result in HIV infection,
other sexually transmitted diseases and unintended pregnancies; and behaviors that
contribute to unintentional injuries and violence. This study focused on four of those
modifiable behavioral practices that contribute to premature morbidity and mortality:
physical activity, dietary practices, and alcohol and tobacco use.
According to the CDC, Mississippi has been classified as the most obese state in
America since 2004 and has more than 30% adults who are obese, mainly attributed to
eating habits, poverty, and having demographic groups with higher rates of obesity
(Strobbe, 2008). The results of this study have clearly demonstrated that the Project
Health curriculum could be a successful approach for childhood and adolescent obesity
prevention among young people in Mississippi, particularly in the school systems. By
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focusing on specific behaviors that are modifiable and potential development of diseases
that are preventable, students were able to accept an easily understandable message of
behavior change through the regular education process.
Most of the chronic diseases that occur in Mississippi are preventable and are
closely related to health-damaging behaviors practiced by people every day for much of
their lives. Most of these chronic diseases that eventually result in death, such as CVD,
cancer, heart attacks, strokes, and diabetes, are the result of daily practices — things
people do every day, or things that they do not do; in other words, the choices people
make. This school-based program has the potential to establish a mechanism for
intervention to reduce uncontrollable negative behavior practices among youth (NICHQ,
2007). Through the Project Health curriculum, children can be taught to accept
responsibility for their lives and their future health status.
Implementation of a prevention/intervention program increased the knowledge of
daily health and physical activity requirements through student participation in
experiential learning activities that augment their preparation for healthy lifestyles. The
students’ involvement in such activities helped them become more responsible for their
lives and to begin to make better lifestyle choices, particularly pertaining to dietary
practices and involvement in physical activity. The involvement of teachers increased
their confidence in addressing health disparity issues through Health and P.E. curriculum
enhancement activities and to address contemporary health problems confronting
minority communities (Katz et al., 2005).
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Recommendations
As the State of Mississippi continues to deal with the epidemic of obesity and the
prevalence of CVD, preventing these diseases from spreading is a top priority. To alter
this trend, strategies and programs for weight maintenance, weight reduction, and health
promotion must become a higher public health priority and an education priority,
especially among the youth. Health and physical education classes must incorporate
intervention strategies that focus on environmental and lifestyle changes in order to
effectively prevent and control obesity and CVD (Kumanyika et al, 2008; Mensah &
Brown, 2007)
While increased attention has been given to the prevalence of CVD with the
implementation of community-level management of CVD risk factors, prevention
programs and efforts to target risk factors for prevention of obesity among the young
have not been adequate. This study has demonstrated that teachers can successfully use
the medium at their disposal (the classroom) to focus on risk factors and ways to reduce
them.
Utilization of the Project Health curriculum will enable teachers to modify the
manner in which physical education classes are conducted and change the philosophical
orientation of youth participation in physical activities. This type of project has the
potential to increase student knowledge and reduce the number of students who are
potential candidates for becoming obese and developing CVDs in adulthood. It is
recommended that additional studies be conducted to examine changes in students’ health
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status, such as blood pressure, glucose level, and cholesterol level after they begin their
involvement in prevention/intervention programs in the schools.
Additional research is needed to improve the effectiveness of programs and to
clarify the most important characteristics of other effective programs. Additional studies
should be conducted to compare changes in student behavior in intervention schools with
controlled schools to further demonstrate the extent of the impact of the Project Health
curriculum. In addition, a follow-up study of students who are exposed to intervention
programs should be conducted to examine sustainability of lessons learned to maintain
healthier lifestyles. Another area of interest would be an examination of the process and
development of policy changes after the implementation of a successful prevention
programs like Project Health. A study should be conducted to investigate the impact of
health promotion activities on principals, teachers and staff.

Discussion
There is a major gap between research and practice, particularly with regard to
risk factors for CVD and potential strategies which prevent the development and rise of
chronic diseases. One primary reason for school administrators and schools to invest in
disease prevention programs is because the current health system does not reach most of
the children and adolescents who need help the most. This is truly a case where
prevention is more desirable than finding a cure for negative health outcomes. Recent
research has highlighted the health disparities in Mississippi and the inadequate amount
of resources available to meet the needs of communities. Indeed, some of the health
problems that school-aged children experience are severe enough to affect the academic
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and social development of the students. Furthermore, the researcher believes that students
who lack these social skills and awareness usually find negative means of resolving
problems and making decisions.
This study was undertaken in view of the spiraling public health concerns
regarding adolescent obesity, prevalence of CVD, and their risk factors and the need and
importance of incorporating in the curriculum school-affiliated programs designed to
reduce negative risk behavior. The intent of this study was to review a newly developed
prevention program to assess its impact on behavior of students in a rural high school in
Mississippi.
The distinguishing characteristic of the Project Health program is its emphasis on
helping students to accept responsibility for determining the quality of their lives and
developing skills for making positive choices. This is especially critical in areas like this
school district in Mississippi that experience extreme economic deficiencies and are
seriously affected by health and healthcare disparities. This program demonstrated the
potential to delay the initiation of CVD risk factors, reduce the prevalence of obesity in
Mississippi, reduce the number of sedentary adolescents and future adults, and increase
the adoption of healthy alternatives in their dietary practices. This is one program with
ideals that should be replicated widely in United States schools.
The results of this study suggest that the program in which the students were
exposed produced credible evidence that they have reduced their level of risk behaviors
in the short period of time that they participated. These findings add to the evidence that
the manner in which young people spend their time and the environment to which they
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are exposed could have enormous impact on their development. Young people benefit
when they engage in positive endeavors and are provided with positive strategies under
supervised, structured direction. These skill development activities that make up the
Project Health curriculum were focused, active and explicit. This study found that the
program had a statistically significant impact on risk behavioral practices of students. The
researcher recommends that school administrators consider the implementation of Project
Health and similar programs in schools across Mississippi and other states. Greater
attention needs to be paid to the adoption, implementation, and sustainability of schoolbased prevention that proved to be successful.
One question that invariably arises when the suggestion of additional school
programs is made is the question of how such a program would be funded. The use of the
Project Health program proved to be cost effective for the school in that no additional
staff had to be hired, no provisions had to be made for additional space or time, as
everything was merged within the regular school day and the regular school curriculum.
The program enabled students to gain control of some of the risk factors that negatively
impact health and provided them with some of the tools needed to adopt healthier
lifestyles. This process certainly served to justify the utility of school-based interventions
for obesity prevention and control and for related health promotion. The data gathered
from this program could be used to develop a systematic strategy for changing unhealthy
habits and risk behavioral practices. This project, therefore, demonstrated the potential to
provide motivation to students to exercise as a means of primary disease prevention, and
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to teach them how to exercise in a manner that promotes daily physical activity as an
opportunity to contribute to a collective goal.
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Mississippi Healthy Students Act
Senate Bill 2369
Nutrition Standards
The Mississippi Department of Education recognizes that:
1. A crucial relationship exists between nutrition and health and nutrition and
learning. The health and nutrition needs of growing students are met with USDA
school meals programs.
2. As a minimum school districts must follow all current and future requirements
and recommendations of the USDA National School Lunch Program Meal
Patterns and Nutrient Standards.
3. The 2005 Dietary Guidelines for Americans, USDA’s My Pyramid
(www.mypyramid.gov) and the USDA Healthier U.S. School Challenge provide
nutritional guidance for school meals.
4. Schools must offer equal access to all meals or items served or sold under the
National School Lunch & Breakfast Programs.
5. Students need adequate time to eat and enjoy meals served in schools.
6. Moving recess before lunch, through a simple schedule change, may provide
many benefits for students especially in grades K-12.
7. Family education will be the key to building a healthy future for all
Mississippians. Mississippi public schools offer the best resources, facilities and
structure to promote family nutrition education.
8. Offering healthful foods and beverages in schools does not guarantee that
students will choose them. Aggressive marketing techniques must inform
students, teachers, administrative staff and most importantly, the public of the
benefits of eating in the school cafeteria.
9. School districts are encouraged to participate in the Healthier U.S. School
Challenge and become a USDA Team Nutrition School.
The Mississippi Department of Education intends that:
A. Healthy food and beverage choices:
1. Schools shall increase fresh fruits and vegetables offered to students. A
minimum of one fresh fruit or vegetable choice should be offered to students each
day.
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2. School menus shall offer a minimum of three different fruits and five different
vegetables weekly. Schools should try to serve dark green and/or orange
vegetables or fruits three times per week.
3. Schools shall offer milk choices with a maximum milk fat of 2%. Flavored
nonfat, lowfat, or reduced-fat milk shall contain no more than 160 calories per 8ounce serving.
4. Schools shall only offer 100% fruit and vegetable juice with no added sugar 5
times per week.
5. Schools shall offer milk choices with a maximum
B. Healthy food preparation
1. Schools shall comply with the existing USDA NSLP/SBP meal pattern requirements.
This includes meeting the minimum nutrient standards for calories, protein, calcium, iron,
vitamin A, vitamin C and the maximum levels of 30% calories from fat and less than
10% calories from saturated fat. (USDA Food and Nutrition Services or
www.fns.usda.gov)

MINIMUM NUTRIENT AND CALORIE LEVELS FOR SCHOOL LUNCHES
SCHOOL WEEK AVERAGES
MINIMUM REQUIREMENTS
(LEVELS ARE MATCHED TO GRADES OF
SCHOOLS)

NUTRIENTS AND ENERGY
Grades Grades 4-12 Grades K- Grades 7ALLOWANCES
K-3
6
12
Energy allowances (calories)
633
785
664
825
1, 2
1, 2
2
1, 2
Total fat (as a percentage of actual total
food energy)
1, 3
1, 3
3
1, 3
Saturated fat (as a percentage of actual
total
food energy)
RDA for protein (g)
9
15
10
16
RDA for calcium (mg)
267
370
286
400
RDA for iron (mg)
3.3
4.2
3.5
4.5
RDA for Vitamin A (RE)
200
285
224
300
RDA for Vitamin C (mg)
15
17
15
18
1 The Dietary Guidelines recommend that after 2 years of age “...children should
gradually adopt a diet that, by about 5 years of age, contains no more than 30 percent of
calories from fat.”
2 Not to exceed 30 percent over a school week
3 Less than 10 percent over a school week
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2. Schools shall develop and implement a food safety program by July 1, 2005.
Every school shall develop a HACCP system plan as required by the Child
Nutrition and WIC Reauthorization Act of 2004. (National School Lunch Act
Section 9 (H)) Schools shall update their School Wellness Policy to include a
food safety assurance program for all food offered to students through sale or
service.
3. Schools shall secure a Food Service Operational Permit through the Mississippi
State Department of Health for approval to operate under the National School
Lunch/National School Breakfast Program.
4. Mississippi State Department of Health conducts two School Food Facility
Inspections per site each school year. The State Agency is required by federal
regulations to submit a written report to the United States Department of
Agriculture (USDA) Food and Nutrition Service reporting on the number of
School Food Facility Inspections conducted per site. (Child Nutrition and WIC
Reauthorization Act 2004, Section15. 9(H), Implementation Memo SP-24)
5. Schools shall implement healthy school food preparation techniques using
training materials developed through sources such as USDA, National Food
Service Management Institute or Mississippi Department of Education. Training
documentation and assessment records shall be retained for review by Mississippi
Department of Education.
6. Schools should limit fried foods whenever possible and practical. Schools shall
develop a long range plan for reducing and/or eliminating fried products in their
lunch and breakfast menus. The long range plan should include preparation
methods using existing equipment and/or goals to replace fryers with combioven/steamers as budgets allow.

C. Marketing of healthy food choices to students and staff
1. Train School Foodservice Administrators, Kitchen Managers, and Cooks in
Marketing, New Cooking Techniques, and Garnishing using available or newly
developed training tools, such as Marketing Sense – Mississippi Department of
Education, Office of Child Nutrition
2. Use the Whole School Approach in Marketing the Local Wellness Policy.
Administration, faculty, staff, students, and parents need to be solicited
to be a part of the implementation of the Local Wellness Policy. Educating the
family and the community is crucial to the success of our efforts. Suggestions
include:
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a. Establishing Community Partnerships. With these groups on-board with the
program, they can provide physical and financial support.
1) Junior League
2) Service Organizations (Rotary, Kiwanis, etc.)
3) Local Community Foundations
b. Marketing New Foods. Research shows that it takes a number of times for an
item to be served before it can be accepted. To facilitate the introduction of a
new item, we suggest:
1) Tasting Parties
2) Serving Line Sampling
3) Serving Line Promotion

D. Food Preparation Ingredients and Products
1. School districts shall adopt the Dietary Guideline recommendation that trans
fatty acids will be kept “as low as possible”.
2. Wherever possible and practical, school lunch and breakfast programs shall
include products that are labeled “0” grams trans fat.
3. Schools shall incorporate whole grain products into daily and weekly lunch and
breakfast menus based on product availability and student acceptability.
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HEALTHY BEHAVIORS
1. Physical Activity and Fitness
General Comments
• A specific goal for Hispanics needs to be included under each objective. Baseline
and tracking data systems should be identified and data collected, analyzed, and
reported.
• Access to health care, health care information, and community-based programs
that promote physical activity and fitness (beyond school-based and worksite)
should be incorporated into the objectives in this section.
• Add: For objectives that address educational messages, these messages need to
be culturally and linguistically appropriate for Hispanics.
Specific Comments
Objective 2-Sustained Physical Activity I
Increase: The target of the objective.
Comment: 30% seems low considering the sustained physical activity is at least
equivalent to brisk walking and includes various domestic and occupational activities.
The current objective does not appear to require much of an increase from the baseline
compared to other objectives.
Objective 3-Vigorous Physical Activity
Increase: The target of the objective.
Comment: The goal of 25% is low. This type of activity for 20 minutes 3 times per
week is necessary to promote health, prevent disease, and is directly linked to mental
health.
Objective 4-Muscular Strength and Endurance
Add: A sub-objective targeting women.
Comment: Men are 10% higher, yet it is even more important for women to engage in
strengthening exercises and resistance training to prevent osteoporosis.
Comment: There also needs to be a dramatic increase among people in the 45-64 year
old range as this will play a significant role in their quality of life once they become
elderly.
Objective 5-Flexibility
Add: A sub-objective targeting people 45-64.
Comment: Along with decreased flexibility, engaging in any physical activity tends to
decrease during this age span. If persons can no longer engage in sustained or vigorous
physical activity, then maintaining flexibility is critical.
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Objective 8-Daily School Physical Education
Include: The activity that youth participate in during extracurricular sports, not only
physical education classes.
Objective 14-Clinician Counseling About Physical Activity
Add: Language that ensures that counseling and assessment be done in a culturally
and linguistically appropriate.
2. Nutrition
General Comments
• A specific goal for Hispanics needs to be included under each objective. Baseline
and tracking data systems should be identified and data collected, analyzed, and
reported.
• Healthy weight standards (such as BMI) should not be the same for all racial and
ethnic groups, especially in light of absence of data for many groups.
•

Include Hispanic HANES data for areas where current HANES does not provide
Hispanic data.

Specific Comments
Objective 1-Healthy Weight
Comment: There is a question of whether healthy weight standards, such as BMI, should
be the same for all racial and ethnic groups, especially in light of absence of data for
many groups.
Comment: Positive racial/ethnic nutritional behaviors should be highlighted in this
section.
Objective 3-0verweight and Obesity in Children/Adolescents
Collect: Baseline data for Hispanics to determine prevalence of overweight and obesity
for children, adolescents, and adults.
Objective 4-Growth Retardation
Comment: Height-for-age does not account for racial and ethnic group differences.
Objective 17-Worksite Nutrition Education and Weight Management Programs
Add: Add: Culturally and linguistically appropriate nutrition education and/or weight
management programs for employees.
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Introduction
Project Health Healthy Lifestyle
What is Project Health (Health, Education, & Awareness for a Life That’s Healthy)?
Project Health is a disease prevention program that emphasizes a wellness theme to help
reverse the negative health burdens caused by preventable disease risk factors. The rise
of obesity and diabetes in young children is a warning that, as a community, drastic steps
need to be taken to ensure that our youth is spared the burden, discomfort and cost
associated with prolonged disease problems and medical care. The adverse effects of
overweight and obesity include increased risks of cardiovascular disease. The diets of
many people, as well as their poor physical activity, are believed to be major causes of
the problems. Health and well-being is a priority in all aspects of life.
Project Health focuses on effectively communicating important facts about health
commitment and participation on a regular basis in health-related activities, and
identifying what needs to be changed to achieve personal and environmental change to
effectively change the lives of health-conscious individuals.
The Project Health team believes that schools can offer health lessons and physical
education, where faculty, staff and parents communicate together and coordinate
activities and health messages to influence healthy practices throughout the school on a
daily basis. We believe that schools can create an environment that will provide children
with the knowledge and skills that will positively impact their lives.
Project Health’s strategies for stimulating positive health practices and behaviors
include: advocating personal responsibility, developing independent thinkers, and
exercising positive lifestyle choices. All of the activities are designed to facilitate the
teaching and adoption of new positive, heart healthy behaviors to replace health risk
behaviors that significantly reduce the quality of life. Activities focus on health
promotion, health education, diet and physical activity education, exercise physiology,
and kinesiology.
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School Teachers Health Survey (STHS)
Your responses on this survey will assist in planning continuing education programs
designed to protect and promote the health of all children by examining the need for the
implementation of protective health care and health education that is school-centered,
family-centered, community-based and culturally sensitive.
Part 1. Demographic Information
Directions: Please check (X) for only one response for each of the following:
Gender
1. ( ) Male 2. ( ) Female
Race: 3. ( ) Black 4. ( ) White

5. ( ) Hispanic 6. ( ) Asian/Pacific Islander

7. ( ) American Indian/Alaskan
Level of Education:
8.
9.
10.
11.
12.

(
(
(
(
(

)
)
)
)
)

Age:

Less than High School Diploma
High School Graduate
Bachelors
Masters Degree
Specialist and above

13.
14.
15.
16.
17

(
(
(
(
(

)
)
)
)
)

20-29
30-39
40-49
50-59
60 and Above

Part II.
Directions: Please check (X) for the appropriate response
1. Are there any health promotion programs in place at your school

Yes (

)

No (

)

2. If no, do you feel that a course in prevention /health promotion should
Be included in programs offered

Yes (

)

No (

)

3. Have you heard of or witnessed in-school violence and unhealthy
practices among students

Yes (

)

No (

)

4. Do you feel that students need activities to help them make responsible
decisions

Yes (

)

No (

)

5. Do you or your students have easy access to support services for stress
or psycho-social factors that affect daily life

Yes (

)

No (

)

6. If no, do you feel that support services for stress or psycho-social
services should be available at school?

Yes (

)

No (

)
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7. Do you or your students have easy access to health information, such
as pamphlets, guides etc.?

Yes (

)

No (

)

Does your school board or school currently have a comprehensive
wellness program?

Yes (

)

No (

)

Does your school have a mentorship program for at-risk students?

Yes (

)

No (

)

10. If not, would you be willing to serve as a mentor for an at-risk
student?

Yes (

)

No (

)

11. Does your school have any visible signs of health
promotion/prevention initiatives?

Yes (

)

No (

)

12. Does your school have a peer leadership program to focus on
prevention?

Yes (

)

No (

)

13. If not, would you be willing to help organize one at your school?

Yes (

)

No (

)

14. Do you believe that all of the students engage in regular physical
activity at your school

Yes (

)

No (

)

15. Do you believe that students at your school exhibit good dietary habits

Yes (

)

No (

)

16. Would you be willing to become involved in a School Health
Committee?

Yes (

)

No (

)

17. Do you think that students at your school have problems with smoking
and alcohol

Yes (

)

No (

)

18. Do you think that the school’s cafeteria food meets all of the daily
dietary requirements

Yes (

)

No (

)

19. Do you know of students who experience self-esteem problems

Yes (

)

No (

)

20. Do you know of students who experience hygiene problems

Yes (

)

No (

)

21. Do you feel that most students at your child’s school are functioning at
their fullest potential?

Yes (

)

No (

)

22. Comment on needs for specific health promotion programs at your
child’s school

Yes (

)

No (

)

8.

9.

Please rank the areas you think need the most attention.
Thank you for participating in the efforts to develop better health behavioral practices.
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Project Health Student Survey
ID NO: ________________________
This survey is about health behavior. It has been developed so you can tell us about
things you do that may affect your health. The information will be used to develop better
health education for young people like you.
The answers you give will be kept private and your name will not be revealed to anyone.
Answer the questions based on what you really do.
Completing the survey is voluntary. However, it will help us answer several questions if
you answer all of the questions.
The questions that ask about your background will be used only to describe the types of
students completing this survey. No names will ever be reported.
Make sure to read every question. Completely erase any errors. When you are finished,
follow the instructions of the person giving you the survey.
1. What is your sex?
A. Male
B. Female
2. How old are you?
A. 14 years old or younger
B. 15 – 16 years old
C. 17 --18 years old
D. 19 years old or older
3. What grade are you in?
A. 9th grade
B. 10th grade
C. 11th grade
D. 12th grade
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4. How do you describe yourself? (Select one or more responses).
A. American Indian or Alaska Native
B. Asian
C. Black or African-American
D. Hispanic or Latino
E. Native Hawaiian or Other Pacific Islander
F. White or Caucasian
5. During the past 12 months, how would you describe your grades in school?
A. Mostly A’s
B. Mostly B’s
C. Mostly C’s
D. Mostly D’s
E. Mostly F’s
F. Not sure
6. How tall are you without your shoes on?

______________________

7. How much do you weigh without your shoes on?

___________________

8. During the past 7 days, how many times did you eat salad?
A. I did not eat green salad during the past 7 days
B. 1 to 3 times during the past 7 days
C. 4 to 6 times during the past 7 days
D. 1 time per day
E. 2 times per day
F. 3 times per day
G. 4 or more times per day
9. During the past 7 days, how many times did you consume fried foods?
A.
B.
C.
D.
E.
F.
G.

I did not eat any fried foods.
1 to 3 times during the past 7 days
4 to 6 times during the past 7 days
1 time per day
2 times per day
3 times per day
4 or more times per day

10. How often do you consume soft drinks?
A. With every meal
B. With two meals out of the day
C. With one meal out of the day
D. Not with every meal but in between meals
E. With some meals and in between meals
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F. With every meal and in between meals
11. How much water do you drink everyday?
A. I do not drink water.
B. 1 glass
C. 2-4 glasses
D. More than 4 glasses
12. Do you feel that it is important to eat 5 or more servings of fresh fruits and
vegetable every day?
Yes or No
13. Do you feel that eating fried, fatty, or refined foods at a young age can cause
problems when you get older?
Yes or No
14. During the past 7 days, how many times did you drink 100% fruit juices such as
orange juice, apple juice, or grape juice? (Do not count Punch, Kool-Aid, Sports Drinks,
or other fruit-flavored drinks.)
A. I did not drink 100% fruit juice during the past 7 days
B. 1 to 3 times during the past 7 days
C. 4 to 6 times during the past 7 days
D. 1 time per day
E. 2 times per day
F. 3 times per day
G. 4 or more times per day
15. Do you drink alcoholic beverages?

Yes or No

16. If yes, I mostly drink_________.
A. Beer
B. Wine
C. Wine coolers
D. Liquor (such as rum, gin, whiskey)
E. Champagne
F. 2 or More of the above
17. When going out with friends, do you feel it is necessary to drink to have a good
time?
Yes or No
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18. How much alcohol do you consume on a weekly basis?
A. None
B. 1-3 drinks
C. 4-8 drinks
D. 9 or more drinks
19. Do you smoke?

Yes or No

20. If yes, how old were you when you started smoking?
A. I don’t smoke
C. 9 to 13 years
B. 8 years or younger
D. 14+ years
21. On how many of past 7 days did you exercise or participate in hard physical activity
for at least 30 minutes (e.g. basketball, soccer, running, swimming laps, fast bicycling,
fast dancing, or similar aerobic activities)?
A. 0 days
B. 1-2 days
C. 3-4 days
D. 5 or more days
22. On how many of the past 7 days did you participate in moderate physical activity for
at least 30 minutes, (e.g. fast walking, slow bicycling, skating, pushing a lawn mower, or
mopping floors)?
A. 0 days
B. 1-2 days
C. 3-4 days
D. 5 or more days
23. On how many of past 7 days did you do exercises to strengthen or tone your muscles,
such as push-ups, sit-ups, or weight lifting?
A. 0 days
B. 1-2 days
C. 3-4 days
D. 5 days or more
24. On an average school day, how many hours do you watch TV?
A. I do not watch TV on an average school day
B. Less than 1 hour per day
C. 1-2 hours per day
D. 3-4 hours per day

134

25. In an average week when you are in school, how many days do you go to Physical
Education (PE) classes?
A. 0 days
B. 1-2 days
C. 3-4 days
D. 5 or more days
26. During an average physical education (PE) class, how many minutes do you actually
spend exercising or playing sports?
A. I do not take PE
D. 21 to 30 minutes
B. Less than 10 minutes
E. More than 30 minutes
C. 10 to 20 minutes
27. On the average, how many hours of sleep do you get every night?
A. less than six hours
B. 6-8 hours
C. more than 8 hours
28. How important to your health do you consider physical activity to be?
A. not important
B. slightly important
C. important
D. very important
The following statements refer to situations with your family, teachers, friends, and
acquaintances. Read each statement carefully and decide whether you strongly agree,
somewhat agree, or disagree with each statement. There are no right or wrong answers,
so don’t take too much time to mark your response.
29. Most people like me and enjoy being around me.
A. Somewhat agree
B. Agree
C. Disagree
30. I state my needs and feelings without putting others down.
A. Somewhat agree
B. Agree
C. Disagree
31. I have difficulty standing up for myself.
A. Somewhat agree
B. Agree
C. Disagree
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32. I tend to say yes when I really want to say no.
A. Somewhat agree
B. Agree
C. Disagree

33. My problems seem overwhelming to me.
A. Somewhat agree
B. Agree
C. Disagree
34.

35.

36.

37.

38.

I feel good about my appearance.
A. Somewhat agree
C. Disagree
B. Agree
I feel I am smart enough to succeed.
A. Somewhat agree
C. Disagree
B. Agree
I feel my teachers like me.
A. Somewhat agree
B. Agree

C. Disagree

I feel my friends like me.
A. Somewhat agree
B. Agree

C. Disagree

I feel my parents like me.
A. Somewhat agree
B. Agree

C. Disagree

This is the end of the survey. Thank you very much for your help.
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Teachers Characteristics (N = 45)
Characteristic

Frequency

Percent

Male
Female

16
29

36.0
64.0

African-American
White

38
7

84.0
16.0

Level of Education
Bachelors Degree
Masters Degree
Specialist Degree

23
18
4

52.0
40.0
8.0

12
16
32
24
16

12.0
16.0
32.0
24.0
16.0

44
8
0
4
36
8

44.0
8.0
0.0
4.0
36.0
8.0

11
17
8
9

25.0
37.5
16.7
20.8

Gender

Race

Age
20-29
30-39
40-49
50-59
60+
Years of Teaching Experience
0-6 years
7-11 years
12-16 years
17-21 years
22-27 years
28 and above
Level of Income
$20,000-$29,999
$30,000-$39,999
$40,000-$49,999
$50,000 and above
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INFORMED CONSENT FORM (Parent)

Research Title: implementation and impact of a school-based intervention program to
combat obesity and cardiovascular disease in a predominantly African-American
high school
Dear Parent
Your child is invited to take part in a research study that will investigate the fitness and wellness
activities, attitudes, and practices of children enrolled at his/her school and their risk factors for
developing cardiovascular disease and obesity. Your child was chosen for the study because
he/she lives in an area where the effects of cardiovascular diseases and obesity are well known. In
your city, the enormous economic burdens that these diseases create have resulted in tremendous
burdens on households and the community. The study is designed to examine the usefulness of
classroom instruction to combat risk factors for the development of obesity and cardiovascular
disease, a major health problem that currently exists in your community, and particularly among
the African-American population. This school was selected because it is the only high school in
the School District and most of the student body is African-American.
Please read this form and ask any questions you have before agreeing to allow your child to be a
part of the study.
This study is being conducted by Ms Brenda W. Campbell-Jenkins, a doctoral student at
Mississippi State University, who is pursuing a PhD degree in Educational Leadership. We
welcome and appreciate your involvement.
Background Information:
The primary aim of this study is to investigate the impact of a school-instruction program on daily
activities, attitudes, and practices of school aged children at your child’s school to determine their
risk factors for developing cardiovascular disease. These results could pave the way for the
development of strategies that could successfully promote more heart healthy activities that
would improve the quality of life for them and reduce their chances of developing some of the
debilitating diseases which afflict minority populations at higher rates than the general
population.
Procedures:
If you agree for your child to be in this study, your child will be asked to do the following:
• Complete a classroom questionnaire that will take about 20 minutes.
Voluntary Nature of the Study:
Your child’s participation in this study is voluntary. This means that everyone will respect your
child’s decision of whether or not he/she want s to be in the study. No one at school or at the
district level will treat your child differently if he/she decides not to be in the study. If your child
decides to join the study now, he/she can still change his/her mind later. If your child feels
stressed during the study he/she may stop at any time. Your child can also skip any questions that
he/she feels are too personal.
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Risks and Benefits of Being in the Study:
There are no risks involved in this study. Your child is free to ask questions at any time. This
project might help others to develop strategies to encourage your child to adopt a healthier
lifestyle that may reduce the chances of developing chronic diseases prematurely.
Compensation: Your child’s participation is voluntary, and no compensation will be offered for
participation in this research. However, your child’s contributions will be very valuable to us as
we try to find ways to reduce the occurrence of obesity and cardiovascular disease in our
population.
Confidentiality:
Any information your child provides will be kept confidential. The researchers will not use your
child’s information for any purposes outside of this research project. Also, the researchers will
not include your child’s name or anything else that could identify your child in any reports of the
study.

Contacts and Questions:
The researcher’s name is Brenda W. Campbell-Jenkins. You may ask any questions you have
now. Or if you have questions later, you may contact the researcher by e-mail at
brenda.w.campbell@jsums.edu, or by telephone at 601-979-8731. If you have additional
questions and want to talk privately about your child’s rights as a participant, you can contact Dr.
Jerry Mathews at jmathews@colled.msstate.edu. He is the dissertation chairperson and professor
at Mississippi State University. His phone number is 1-662-325-7066.
We will provide you with a copy of this informed consent form.
Statement of Consent:
I have read the above information. I have received answers to any questions I have at this
time. I am 18 years of age or older, and I consent to participate in the study.
Printed Name of Parent
Parent’s Signature
Researcher’s Signature
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INFORMED CONSENT FORM (Student)--Assent

Research Title: implementation and impact of a school-based intervention program to
combat obesity and cardiovascular disease in a predominantly African-American
high school
Dear Student
You are invited to take part in a research study that will investigate the fitness and wellness
activities, attitudes, and practices of children enrolled at your school and their risk factors for
developing cardiovascular disease and obesity. You were chosen for the study because you live in
an area where the effects of cardiovascular diseases and obesity are well known. In your city, the
enormous economic burdens that these diseases create have resulted in tremendous burdens on
households and the community. The study is designed to examine the usefulness of classroom
instruction to combat risk factors for the development of obesity and cardiovascular disease, a
major health problem that currently exists in your community, and particularly among the
African-American population. This school was selected because it is the only high school in the
School District and most of the student body is African-American.
Please read this form and ask any questions you have before agreeing to be a part of the study.
This study is being conducted by Ms Brenda W. Campbell-Jenkins, a doctoral student at
Mississippi State University, who is pursuing a PhD degree in Educational Leadership. We
welcome and appreciate your involvement.
Background Information:
The primary aim of this study is to investigate the impact of a school-instruction program on daily
activities, attitudes, and practices of school aged children at your school to determine their risk
factors for developing cardiovascular disease. These results could pave the way for the
development of strategies that could successfully promote more heart healthy activities that
would improve the quality of life for them and reduce their chances of developing some of the
debilitating diseases which afflict minority populations at higher rates than the general
population.
Procedures:
If you agree to be in this study, you will be asked to do the following:
• Complete a classroom questionnaire that will take about 20 minutes.
Voluntary Nature of the Study:
Your participation in this study is voluntary. This means that everyone will respect your decision
of whether or not you want s to be in the study. No one at school or at the district level will treat
you differently if you decide not to be in the study. If you decide to join the study now, you can
still change your mind later. If you feel stressed during the study you may stop at any time. You
can also skip any questions that you feel are too personal.
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Risks and Benefits of Being in the Study:
There are no risks involved in this study. You are free to ask questions at any time. This project
might help others to develop strategies to encourage you to adopt a healthier lifestyle that may
reduce the chances of developing chronic diseases prematurely.
Compensation: Your participation is voluntary, and no compensation will be offered for
participation in this research. However, your contributions will be very valuable to us as we try to
find ways to reduce the occurrence of obesity and cardiovascular disease in our population.

Confidentiality:
Any information you provide will be kept confidential. The researchers will not use your
information for any purposes outside of this research project. Also, the researchers will not
include your name or anything else that could identify you in any reports of the study.

Contacts and Questions:
The researcher’s name is Brenda W. Campbell-Jenkins. You may ask any questions you have
now. Or if you have questions later, you may contact the researcher by e-mail at
brenda.w.campbell@jsums.edu, or by telephone at 601-979-8731. If you have additional
questions and want to talk privately about your child’s rights as a participant, you can contact Dr.
Jerry Mathews at jmathews@colled.msstate.edu. He is the dissertation chairperson and professor
at Mississippi State University. His phone number is 1-662-325-7066.

Statement of Consent:
I have read the above information. I have received answers to any questions I have at this
time. I consent to participate in the study.
Printed Name of Student
Student’s Signature
Researcher’s Signature
Dissertation Chair Signature
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INFORMED CONSENT FORM (Teacher)

Research Title: implementation and impact of a school-based intervention program to
combat obesity and cardiovascular disease in a predominantly African-American
high school
Dear Teacher
You are invited to take part in a research study that will investigate you perceptions of the fitness
and wellness activities, attitudes, and practices of children enrolled at your school and their risk
factors for developing cardiovascular disease and obesity. You were chosen for the study because
you live in an area where the effects of cardiovascular diseases and obesity are well known. In
your city, the enormous economic burdens that these diseases create have resulted in tremendous
burdens on households and the community. The study is designed to examine the usefulness of
classroom instruction to combat risk factors for the development of obesity and cardiovascular
disease, a major health problem that currently exists in your community, and particularly among
the African-American population. It will also examine the teachers’ willingness to participate in a
school intervention/prevention program. This school was selected because it is the only high
school in the School District and most of the student body is African-American.
Please read this form and ask any questions you have before agreeing to be a part of the study.
This study is being conducted by Ms Brenda W. Campbell-Jenkins, a doctoral student at
Mississippi State University, who is pursuing a PhD degree in Educational Leadership. We
welcome and appreciate your involvement.
Background Information:
The primary aim of this study is to investigate the impact of a school-instruction program on daily
activities, attitudes, and practices of school aged children at your school to determine their risk
factors for developing cardiovascular disease. These results could pave the way for the
development of strategies that could successfully promote more heart healthy activities that
would improve the quality of life for them and reduce their chances of developing some of the
debilitating diseases which afflict minority populations at higher rates than the general
population.
Procedures:
If you agree to be in this study, you will be asked to do the following:
• Complete a questionnaire that will take about 10-20 minutes.
Voluntary Nature of the Study:
Your participation in this study is voluntary. This means that everyone will respect your decision
of whether or not you want s to be in the study. No one at school or at the district level will treat
you differently if you decide not to be in the study. If you decide to join the study now, you can
still change your mind later. If you feel stressed during the study you may stop at any time. You
can also skip any questions that you feel are too personal.
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Risks and Benefits of Being in the Study:
There are no risks involved in this study. You are free to ask questions at any time. This
project might help others to develop strategies to encourage your students to adopt a
healthier lifestyle that may reduce the chances of developing chronic diseases
prematurely.
Compensation: Your participation is voluntary, and no compensation will be
offered for participation in this research. However, your contributions will be very
valuable to us as we try to find ways to reduce the occurrence of obesity and
cardiovascular disease in our population.

Confidentiality:
Any information you provide will be kept confidential. The researchers will not use your
information for any purposes outside of this research project. Also, the researchers will not
include your name or anything else that could identify you in any reports of the study.

Contacts and Questions:
The researcher’s name is Brenda W. Campbell-Jenkins. You may ask any questions you have
now. Or if you have questions later, you may contact the researcher by e-mail at
brenda.w.campbell@jsums.edu, or by telephone at 601-979-8731. If you have additional
questions and want to talk privately about your child’s rights as a participant, you can contact
Dr. Jerry Mathews at jmathews@colled.msstate.edu. He is the dissertation chairperson and
professor at Mississippi State University. His phone number is 1-662-325-7066.

Statement of Consent:
I have read the above information. I have received answers to any questions I have at
this time. I consent to participate in the study.
Printed Name of Teacher
Teacher’s Signature
Researcher’s Signature
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Timeline for Research
Activity
Dissertation Proposal Defense

Date
12-2-08

Participants
Campbell-Jenkins and MSU
Dissertation Committee Members
Campbell-Jenkins

IRB Application Submitted

12-18-08 Campbell-Jenkins/Dr. Jerry Mathews

IRB Application Approved

02-16-09 Mississippi State University IRB
Committee

Consent Form Given to Teachers

02-17-09 Campbell-Jenkins

Survey Administered to Teachers 02-17-09 Campbell-Jenkins
Surveys Collected from Teachers

02-17-09 Campbell-Jenkins

Curriculum Finalized Incorporating 02-18-09 Health/PE Teachers/Campbell-Jenkins
Suggestions from Teacher Survey
Consent /Assent Form Given
to Students

02-19-09

Consent/Assent Form Collected
from Students

02-20-09

Reliability Test Administered to
First 12 Students Returning
Consent

02-20-09

Reliability test Administered
(retest)

02-26-09 Campbell-Jenkins/ Health/PE Teachers

Student Survey Administered
(pretest) and collected

02-27-09 Campbell-Jenkins/ Health/PE Teachers

Student Survey Collected from
Students

02-27-09 Campbell-Jenkins/Health/PE Teachers

Health/PE Teachers

Health/PE Teachers/Campbell-Jenkins

Health/PE Teachers/Campbell-Jenkins

Modified Curriculum Began Using 03-02-09 Health/PE Teachers
Project Health Activities
Student Survey Administered
(Posttest) and collected

05-20-09 Campbell-Jenkins/ Health/PE Teachers

Data Entry/Data Analysis

06-19-09 Campbell-Jenkins
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